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i. Glutamic 6 J commande 


Mayer Hyman, M.D.* 


Tucson, Arizona 


Ginecet enzmology is not new. For years 
laboratories have been determining serum amy- 
lase, phosphatases, etc. Only recently has an at- 
tempt been made to demonstrate the enzymes 
liberated from heart muscle following infarction. 
In September 1954, LaDue, Wroblewski and 
Karmen reported the elevation of serum glu- 
tamic-oxalacetic transaminase (SGO-T) after 
transmural myocardial infarctions.(1) This 
enzyme causes the transfer of the amino group 
from aspartate to alpha-ketoglutarate, thus form- 
ing glutamate and oxalacetate. In the past few 
years a large literature on the subject has ap- 
peared. (2) 


With destruction of any tissue, the cell mem- 
branes become more permeable and soluble cel- 
lular contents are lost. It has been estimated that 
1.5 per cent of the dry weight of pig heart mus- 
cle is the protein enzyme, glutamic oxalacetic 
transaminase, and one gram of dried pig heart 
homogenate, diluted to six liters, would result in 
a concentration of 400 units of activity per milli- 
liter. If pig heart muscle and human heart mus- 
cle have comparable amounts of transaminase, 
one would assume that the infarction and death 
of one gram of tissue would cause an initial in- 
crease in the concentration of SGO-T to a value 


* From Dept. of Electrocardiography, Tucson Medical Center, 
Tucson, Arizona. 


397 


400 units above the original value. It is now 
known that other enzymes may be liberated by 
the destruction of heart muscle, skeletal muscle, 
liver, brain, etc. In addition to SGO-T, other 
enzymes having similar clinical diagnostic im- 
portance are serum glutamic-pyruvic transamin- 
ase, lactic acid dehydrogenase, aldolase and 
hexose isomerase.(3) In order of decreasing con- 
centration, glutamic-oxalacetic transaminase is 
found in heart muscle, skeletal muscle, brain, 
liver and kidney. 


The SGO-T will be elevated in over 90 per 
cent of cases in which the electrocardiogram is 
diagnostic of myocardial infarction. A slightly 
smaller percentage of cases, in which the electro- 
cardiogram is not completely diagnostic, will 
have elevations of the SGO-T.(4) When myo- 
cardial infarction occurs in the presence of com- 
plete left bundle branch block, the electrocar- 
diographic diagnosis of myocardial infarction 
may be exceedingly difficult or impossible. In 
such circumstances the demonstration of an ele- 
vated SGO-T may be diagnostic.(5) Congestive 
heart failure usually is associated with a normal 
value although severe hepatic congestion may 
cause enough liver cell damage to elevate the 
SGO-T concentration. 


If skeletal muscle is injured in severe acci- 








a 
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dents, the transaminase will be elevated in about 
50 per cent of cases.(6) For one to four days 
after surgery, with injury to skeletal muscle, 
there is usually an SGO-T elevation. Large cere- 
bral infarcts will be followed by an increase in 
SGO-T in approximately half the cases. 


Liver damage, particularly after poisoning 
with carbon tetrachloride, may cause great eleva- 
tions, and pancreatitis, in three-fourths of cases, 
is associated with high values of SGO-T. Al- 
though the results in uncomplicated cirrhosis are 
variable, hepatitis, both serum and infectious, is 
almost always accompanied by elevated SGO-T 
values. There are lesser elevations of transamin- 
ase concentration in obstructive jaundice and in 
metastic cancer of the liver.(7) 


Because red blood cells contain large amounts 
of transaminase, the blood for the test must be 
drawn without hemolysis. If there are large 
pulmonary infarcts with hemorrhage and hemo- 
lysis, the SGO-T will be elevated and the trans- 
aminase determination will not help differentiate 
between myocardial and pulmonary infarctions. 


When the laboratory of the Tucson Medical 
Center decided to determine SGO-T as a routine 
test, the following simple pilot study was under- 
taken. Every patient for whom an electrocardio- 
gram was requested because of chest pain had 
blood drawn within the next 24 hours for an 
SGO-T determination. With the method used, 
the upper limit of normal concentration of 
SGO.-T is 32 units per milliliter. Usually only one 
test was done on each patient. In several in- 
stances, the blood was not drawn until the third 
or fourth day after the clinical episode. Because 
the maximum elevations of SGO-T following 
myocardial infarction may be expected to occur 
in 18 to 36 hours and normal values may be 
found within four to six days, an occasional test 
was performed too late to have any validity. 


During the month of November 1956 there 
was an unusual incidence of suspected myocar- 
dial infarction. Of the 307 admissions to the 
medical services, there were 17 patients for 
whom electrocardiograms were requested be- 
cause of chest pain. In 10 the final diagnosis was 
myocardial infarction. In only one instance was 
the SGO-T diagnostic before electrocardiograph- 
ic changes were recorded. Seven patients, on 
admission, had such striking changes in the ini- 
tial electrocardiogram that there was a high 
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degree of probability of fresh transmural infarc- 
tion. Almost all of these were classical in ap- 
pearance. One wide-spread anterior wall trans- 
mural infarct with S-T segment elevations per- 
sisting three weeks, had the highest SGO-T 
value (230 units). Only one of the patients show- 
ing Q waves and S-T segment elevations had a 
normal concentration of SGO-T and this was 
probably because he was the first patient to be 
followed and the blood was drawn at least three 
days after the onset of pain. The other six pa- 
tients had elevations of the SGO-T concentration. 


The three remaining patients had late evolu- 
tionary changes in the electrocardiograms. One 
of these had an SGO-T elevation and from this 
finding and the clinical history, the diagnosis 
was made before the  electrocardiographic 
changes became definite. The other two patients 
had myocardial infarctions with T wave changes 
only and single SGO-T determinations made on 
the second day of the illness were within normal 
limits. 


Of the remaining seven patients, there were 
two with elevations of the SGO-T value. In one 
there was a rapidly wandering pacemaker with 
supraventricular tachycardia and the T wave 
inversions were attributed to a post-tachycardia 
effect. It is assumed that microscopic areas of 
necrosis could have caused the elevated SGO-T 
value (46 units). Another patient, admitted with 
congestive heart failure and a cerebral vascular 
accident, had an elevation of the SGO-T con- 
centration to 70 units. 


The last five patients had SGO-T values with- 
in normal limits. Two individuals had severe 
anginal syndrome. Another died shortly after 
admission and the clinical diagnosis was cerebra! 
vascular accident; the electrocardiogram dem- 
onstrated marked T wave inversions at V3 and 
V,. No autopsy was performed. One patient with 
chest pain and concomitant gastrointestinal up 
set, fever and upper respiratory symptoms hac 
electrocardiographic changes consistent with 
diagnosis of myocarditis. The final patient in 
this short series was one with a previously known 
left bundle block and severe anginal syndrome. 
On admission there was ventricular tachycardia 
that was converted to sinus rhythm after retcli- 
ing subsequent to Demerol injection. In spite of 
prophylactic quinidine there was sudden death 
several hours later. The SGO-T value was nor- 
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mal. At post-mortem examination no recent in- 
farction was found. Both coronary arteries ap- 
peared congenitally hypoplastic. 


After this preliminary information was re- 
ported to the staff of the Tucson Medical Cen- 
ter, the determination of SGO-T was done only 
as a routine examination upon the request of the 
attending physician. During the next four months 
the test was performed 91 times in 67 cases. 


A final clinical diagnosis of myocardial infarc- 
tion was made 22 times. In 17, or approximately 
80 per cent of these cases, the SGO-T was ele- 
vated. One patient who had almost daily deter- 
minations of the SGO-T over a period of six days 
had only a minimal elevation (36 units) although 
serial electrocardiograms showed evolutionary 
changes. However, of those five cases in which 
the value was within normal limits, one was bor- 
derline (32 units) and was performed the day 
following the onset of pain. Another patient had 
experienced the clinical attack at least four days 
previously. Three patients had SGO-T values 
within normal limits, although the examinations 
were done early in the course of the illness, or 
were repeated several times. Serial electrocardio- 
grams established the diagnosis in these in- 
stances. Thus, in all those cases where the deter- 
mination was done early or repeatedly, the 
SGO-T value was elevated in about 80 per cent. 


Another group of 17 patients who had been 
admitted to the hospital with complaints of chest 
pain was composed of three patients with clin- 
ical findings and electrocardiographic changes 
consistent with the diagnosis of pericarditis, one 
with myocarditis and 13 individuals with final 
diagnoses of coronary artery insufficiency or 
anginal syndrome. Of these 17, only two had 
elevated values of SGO-T. One had minor elec- 
trocardiographic changes and a clinical course 
consistent with “coronary failure” (48 units). 
The other elevated value (55 units) had no 
adequate explanation: pre-pyloric gastritis was 
diagnosed roentgenologically and the chest pain 
was attributed to anginal syndrome. 


Five patients were admitted because of con- 
gestive heart failure. Four had SGO-T values 
within normal limits. One had a complicating 
cerebral embolus and the transaminase titer was 
at the upper limits of normal (32 units). An- 
other admission for congestive heart failure had 
an SGO-T concentration of 36 units. This was 





MEDICINE 399 


probably a reflection of severe liver anoxia due 
to hepatic congestion. 


There were 11 patients with final diagnoses 
referable to the liver, biliary tract or pancreas. 
Three of these, at the time of admission, had 
pain suggestive of myocardial infarction. All, 
however, had normal electrocardiograms and the 
two with elevated values of SGO-T (920 and 116 
units), after observation and study, were dis- 
charged with diagnoses of cholelithiasis and 
cholecystitis respectively. The third, with a nor- 
mal SGO-T concentration, had evidence of 
cholelithiasis. 


Three patients with hepato-cellular jaundice 
had greatly elevated SGO-T titers (200 to 370 
units ). 


One patient who was admitted to the hospital 
because of cholecystitis was found at operation 
to have a common duct stone and the SGO-T 
elevation was believed due to pancreatitis. An- 
other patient who had an exploratory laparotomy 
had evidence of chronic pancreatitis and on the 
sixth post-operative day had an SGO-T of 64 
units. 


Of the remaining two patients with hepatic or 
biliary disease, one had a slight elevation of the 
SGO-T to 34 units because of Laennec’s cir- 
rhosis and the other had an elevation to 96 units 
as a consequence of common duct obstruction in 
the immediate post-operative period following 
cholecystectomy. 


A miscellaneous group of 12 cases had normal 
values of serum transaminase. The determina- 
tions were usually requested because of atypical 
chest discomfort, or in order to establish normal 
values. 


DISCUSSION 


In this study there were few instances in which 
the determination of SGO-T gave diagnostic in- 
formation that could not be obtained in other 
ways. Although not encountered in this series, 
the association of myocardial infarction with left 
bundle branch block is a notable example in 
which the diagnosis may be made readily by 
finding an elevated SGO-T titer. 

Unfortunately, glutamic oxalacetic-transamin- 


ase is found in many tissues and an elevated con- 
centration of SGO-T is non-specific. Clinical 
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enzymology will come of age when laboratory 
methods are found to determine tissue-specific 
enzymes. Then, the demonstration of an in- 
creased serum concentration of an enzyme pecul- 
iar to heart muscle may facilitate earlier diag- 
nosis of myocardial infarction. Similarly, an 
enzyme found only in liver and not in pancreas 
would refine our diagnostic abilities in the fre- 
quently puzzling problem of jaundice. 


SUMMARY 


1. The serum glutamic oaxalacetic-transamin- 
ase concentration was determined 108 times in 
84 patients. 


2. The test may be helpful in the early diag- 
nosis of myocardial infarction, particularly in 
those instances where the electrocardiographic 
changes evolve slowly, or are obscured by con- 
duction disturbances (left bundle branch block). 


3. Because obstructive jaundice may occasion- 
ally be associated with pancreatitis, a serum 
transaminase elevation in the presence of jaun- 
dice is not necessarily good evidence of hepato- 
cellular damage. 


4. The SGO-T test should be of limited value 
until clinical enzymology provides the clinician 
with determinations of tissue-specific enzymes. 


° ° ° 


The author is indebted to the members of the 
medical staff of the Tucson Medical Center for 
the privilege of examining the records of their 
patients. All the SGO-T determinations were per- 
formed by Thomas D. Stoops, M.S., Biochemist, 
Tucson Medical Center Laboratory, without 
whose help this study would not have been pos- 
sible. 
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Bone a a GI, pe) ee a Ccccidicidomycosis 


J. Wright Cortner, M.D. 


J. R. Schwartzmann, M.D. 


Tucson, Arizona 


C occipiomomycosis is a deep fungus in- 
fection caused by the inhalation of the spores of 
Coccidioides immitis. These spores are sphe- 
rules ranging from 10 to 80 micra in size, aver- 
aging 30 micra in size, and having a thick doubly 
refractile capsule. The spherules increase in size 
in the tissue until they rupture and discharge 50 
to 100 minute spores, each of which grows until 
it, too, becomes a spherule and reaches the spor- 
ulating stage in the host tissue. 


Coccidioidomycosis is fairly common in its 
primary form where it is localized to the lungs, 
called Valley Fever, and is non-fatal. However, 
in about one case in 500 in Negroes, and one case 
in 1,000 in whites, the secondary or progressive, 
or granulomatous type of disease develops. The 
prognosis in these cases is grave and in different 
series the mortality rate runs consistently higher 
than 50 per cent. Again, the prognosis for the 
dark-skinned race is less favorable than for the 
white. It is estimated that 20 per cent of the 
patients with disseminated coccidioidomycosis 
will develop lesions in bone. 


Laboratory confirmation is necessary for a 
positive diagnosis; the coccidioidin skin test is 
similar to the tuberculin skin test, but, as in 
tuberculosis, may not always be positive. Precipi- 
tin and compliment fixation tests, however, are 
positively diagnostic. The fungus may be cul- 
tured on Sabouraud’s media, or aspirated mater- 
ial may be smeared and observed microscopical- 
ly, or injected into laboratory animals for a posi- 
tive test. The microscopic picture of coccidioi- 
domycosis may be identical with that of tuber- 
culosis. The typical spherical bodies with doubly 
refractile capsule must be seen in order to make 
the diagnosis. However, many fields may have 
to be searched before this positive proof of coc- 
cidioidomycosis is found. (Fig. 1—-The spherical 
body with doubly refractile capsule is easily 
demonstrated under high power magnification ). 


Radiographically, the bone lesions are often 
multiple and have a predilection for cancellous 
bone, especially bony prominences. In the acute 


stage, radiographically, they are said to appear 
as cystic areas one half to three cm. in diameter 
with little if any surrounding sclerosis or perio- 
stitis. (Fig. 2—-There is a large cyst in the os 


Figure 1 
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calcis.) In later stages periostitis and bone pro- 
liferation are more common and help in the 
differential diagnosis of tuberculosis, as perio- 
stitis is rarely seen in the latter disease. Seques- 
tration is rarely seen in coccidioidomycosis of 
the bone, and the sclerotic reaction of the bone 
is seldom as marked as in osteomyelitis. 


The present study constitutes an analysis of 
proved cases of disseminated coccidioidomycosis 
from Phoenix and Tucson, Arizona, contributed 
by orthopedists from both areas. These were all 
cases of coccidioidomycosis of the bone proved 
either by biopsy, laboratory tests, or autopsy. 
Most were either diagnosed by, or seen in con- 
sultation with, an orthopedist. Some of the rec- 
ords are on microfilm and not all pertinent labor- 
atory work was available. However, where pos- 
sible the cases were reviewed thoroughly as to 
age, sex, race, duration of disease, site in bone, 
laboratory work, treatment and course. In those 
cases in which the patients had been discharged 
from the hospital, their local doctors were con- 
tacted where possible in order to ascertain their 
clinical course. 


In our series of 22 cases there were 40 known 
sites in bone; all of these were cancellous. In 
contradistinction to reported x-ray findings, 
lesions in this series viewed in retrospect were 
often not cystic at the earliest time of their ap- 
pearance. Many showed only mild demineraliza- 
tion for an area of three to 10 mm., with little if 
any line of demarcation. (Fig. 3—This patient 
had symptoms but no cyst noted by x-ray). 
X-rays taken a few weeks to months later then 
showed the typical cystic area. (Fig. 4—The 
same patient six months later). We also noted 
in this series only one case with periostitis. (Fig. 
5—Periostitis of the distal femur. The only case 
of periostitis in 40 sites in bone). Periostitis is 
supposed to be a differentiating feature from 
tuberculosis of bone radiographically, but was 
not found to be so in this series of cases. 


Noted with great frequency in the laboratory 
findings in this series of cases, were eosinophilia, 
albuminuria, and high sedimentation rate often 
out of proportion to the patient’s apparent illness. 
(Chart No. 1). In 16 cases where differential 
blood counts were recorded, eosinophilia of five 
or more was present in seven of them. In seven 
of the 12 cases with urinalysis recorded, there 
was albuminuria ranging from a trace to four- 
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plus. In eight of the 13 cases where recorded, the 
sedimentation rate was over 30 mm. per hour 
and this was persistently elevated. (Chart No. 
2). There were 12 cases with differential blood 
counts recorded whose outcome is known. Of 
those with five or more eosinophiles, five died 
and only one lived, and his eosinophile count 
was five. Of those with eosinophilia below five, 
all seven patients lived. (Chart No. 3). In 11 
cases the sedimentation rate was recorded and 
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the outcome known. Three died, and these had 
rates of 85, 130 and 140. Of those who lived, one 
had a sedimentation rate of 116, one of 36, and 
the rest all had sedimentation rates of 30 or 
under. (Chart No. 4). 


Comparing the temperature curves against 
the final outcome, it was found that eight pa- 
tients whose highest recorded temperature was 
100 degrees or below, all recovered. Of six pa- 
tients whose temperature went to 101 degrees or 
more, all died. There was one patient whose 
highest temperature was recorded at 104 who 
lived. 


For the sake of interest, we will mention 
therapy, mainly since it is so ineffective. How- 
ever, we do not feel that this series of cases war- 
rants any conclusion regarding drug therapy, as 
the patients could not be followed long or closely 
enough. Many drugs have been tried in an at- 
tempt to cure this disease in its progressive form. 
Some of these include sulfa drugs, iodides, x-ray 
therapy, vaccine extracted from the fungus it- 
self, copper, antimony, thymol, antibiotics of all 
kinds, and intravenous potassium tartrate. It is 
generally conceded that none of these is effec- 
tive; in fact, the fungus has been grown in a 
culture of Streptomycin and Penicillin. Some of 
the more recent drugs are Ethyl Vanillate, KC 
49, Stilbamadine intravenously (a great many 
precautions are necessary to prevent toxic 
neuropathy), Fergon, and THF. Some of these 
appear to be more effective than the drugs pre- 
viously used, but accurate results are difficult to 
obtain due to the small number of cases, lack of 
adequate control cases, and the occasionally pro- 
longed course of the disease. To obtain adequate 
blood levels with one of the more promising 
drugs, Ethyl Vanillate, requires the patient tak- 
ing 22 tablets every six hours for a total of 88 
tablets a day, a physical impossibility in even a 
moderately seriously ill person because of the 
gastric irritation which the drug causes. Gen- 
erally speaking, incision and drainage of the 
abscess followed by plaster-of-Paris and later 
immobilization, have been as consistently effec- 
tive as drug therapy. Of five cases treated with 
drugs alone, only two are living, whereas of 
eight of the cases treated surgically, six are still 
living. 


What conclusions may we draw from this 
series of cases? First, it would appear that for 
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an endemic area such as Arizona, the records 
kept are entirely inadequate as regards labora- 
tory work and follow-up. It would also appear 
that the treatment to date that has proved most 
beneficial is still surgical, i.e., amputation if 
the disease is localized to an extremity, or in- 
cision and drainage of bone abscesses followed 
by plaster and later brace immobilization. The 
prognosis appears best in those patients with 
low sedimentation rates, low temperature 
curves, and low eosinophile counts. The white 
race appears to do better than the dark-skinned, 
and in this series, of the eight colored patients, 
four are dead and four still alive. Of the five 
white cases where outcome is known, four are 
still alive, and only one is dead. Finally, we 
feel that the diagnosis of this disease may be 
greatly aided by the findings of a high sedi- 
mentation rate, a high eosinophile count, and 
albuminuria. If these simple tests are suspicious 
with either a positive or negative coccidioidin 
skin test, a sample of 20 cc of fasting blood sent 
to the Stanford University laboratory or any 
laboratory properly equipped to make serologic 
studies, will give a positive diagnosis. 
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Fie AMZ. and Ste Stead on otcvilitetion 


By Dwight H. Murray, M.D. 


President, American Medical Association 


Tus is the first opportunity I have had to speak 
to a medical association since my return from 
a four-week tour of naval hospitals and installa- 
tions in the Pacific. While the trip was most 
gratifying, it is wonderful to be traveling in 
the states again — especially in Arizona. 


After a first-hand look at medicine in the 
Far East, I am prouder than ever of American 
medicine. And I can assure you that American 
medicine is looked upon by doctors in the Far 
East as the summit in medical achievement. 


I do not wish to imply that good medicine 
is not practiced in the Far East. There are 
thousands of fine practitioners and educators in 
Japan, Formosa, Hong Kong and the Philippines. 
But they do look to America and to the Ameri- 
can physicians to set the pace for the medical 
world. We therefore cannot rest on our laurels. 
While we graciously accept the plaudits of our 
colleagues from abroad, let’s dedicate ourselves 
even more completely to the attainment of 
greater medical heights for suffering mankind. 


You have asked me to talk today about “The 
American Medical Association and Its Stand 
on Accreditation. This subject is one of my 
favorites because of my association with the 
Joint Commission on Accreditation. So if I talk 
too long, I hope you will not be too harsh with 
me. I figure that in the next two and a half 
hours I can cover the subject adequately! And 
I promise not to run over that time! 


Years ago, the American Medical Association, 
the American College of Surgeons, and the 
American Hospital Association all visited and 
inspected hospitals. 

While the A.M.A. never actually accredited 
hospitals, it at one time did register them on 

*Delivered before the 66th Annual meeting of the Arizona 
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the advice of the county medical society. How- 
ever, the A.M.A.’s main function in studying 
hospitals has been in connection with our in- 
ternship and residency accreditation program 
in teaching hospitals. 


So at the outset let’s remember that the A.M.A. 
has never accredited hospitals, but it has had 
programs for accrediting internship and resi- 
dency training in hospitals, and for evaluating 
teachning institutions. At the same time I want 
to make it clear that the A.M.A. does not ap- 
prove an intern or residency training program 
unless it is located in an accredited hospital — 
accredited, that is, by the Joint Commission on 
Accreditation. 


This commission was created in late 1951 after 
the American College of Surgeons had deter- 
mined that the costs were too heavy to continue 
its hospital inspecting and rating service. 


To maintaing an adequate and reliable ac- 
creditation program, the joint commission was 
launched by five participating groups — the 
A.M.A., the College of Surgeons, the American 
College of Physicians, the American Hospital 
Association, and the Canadian Medical Associa- 
tion. These five agreed to share a joint budget 
and to co-operate for the maintenance of sound 
standards and the continuation of an accredita- 
tion system. 


Within a year or so, the joint commission of 
20 members began to function, with each of 
the five participating groups having a real stake 
in the workings of the commission. In less than 
five years, the commission has made many not- 
able improvements in accreditation. 


For example, it has insisted upon high-grade 
hospital care for all patients, not just surgical 
patients, and it has placed increasing emphasis 
on the human factor in hospital care. 
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In addition, it has abolished the complicated 
point system of rating hospitals. 


Despite its growing importance, the joint 
commission remains an independent, voluntary 
and nonprofit corporation. Its accreditation is 
not compulstory; accreditation is not licensure, 
police action, to raise the quality of medical 
care, not by dictatorial methods, but primarily 
through the self-government and _ self-evalua- 
tion of the medical staff. As Commission Di- 
rector Kenneth B. Babcock has said: 


“The commission is neither a glorified good- 
housekeeping seal nor a bogey-man policeman. 
It is a service organization to guide, assist and 
advise in order to raise standards. I wish you 
would think of us as assistant rather than an 
assailant.” 


Despite its eagerness to do a sound and com- 
plete job, the commission heard many complaints 
in its first years. Some members of the medical 
profession were unhappy about certain stand- 
ards, about the commission’s methods, and about 
its surveyors. Friction between physicians and 
hospitals developed. And more than the usual 
amount of misunderstanding and misinformation 
arose because too few physicians read and 
studied the commission’s requirements. 


So in June 1955, the A.M.A. House of Dele- 
gates established a seven-member committee to 
review the functions of the joint commission. 
For one year the seven doctors investigated the 
complaints against the commission. At the Chi- 
cago meeting in June 1956, this committee — 
known as the Stover committee — made its 
report to the house of delegates. The report 
was approved by the house and forwarded to 
the joint commission for review and action. 


In its report, the Stover committee reached 
13 conclusions that are pertinent to the subject 
of accreditation. After studying the Stover con- 
clusions, the joint commission acted on most of 
the 13 points. On four of them there was full 
agreement. These points were: 


1. Accreditation of hospitals should be con- 
tinued. 


2. The commission is not and should not be 
punitive. 


3. Commission surveyors should work with 
both hospital administrator and staff. 
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4, The commission should maintain its present 
organizational representation . . . six members 
from the A.M.A., seven from the A.H.A., one 
member from the Canadian Medical Association, 
and three each from the American College of 
Physicians and the American College of Sur- 
geons 


On other points there also was substantial 
agreement. For example, the Stover report urged 
that new surveyors should receive better in- 
doctrination. In acting on this suggestion, the 
joint commission simply said that the orienta- 
tion program for surveyors is being strengthened 
steadily. 


On the recommendation that surveyors should 
be employed and supervised directly by the 
joint commission, the 20 commissioners answered 
that there is no objection in principle that sur- 
veyors could be directly employed and super- 
vised by the commission. Whether or not this 
is done is a decision for each member organi- 
zation to make, the commission said. 


As the Stover report shows, your A.M.A. is 
in favor of direct employment and supervision. 


On another point, the Stover committee said 
Blue Cross and other associations should be 
requested not to suspend full benefits to non- 
accredited hospitals until those so requesting 
have been inspected. The joint commission con- 
cluded that this suggestion pertained to indi- 
vidual Blue Cross plans and therefore it could 
not act upon it. 


So on these seven points there was either 
full agreement, substantial agreement, or no ac- 
tion by the joint commission. 


There was considerably more discussion on 
the other six major conclusions of the Stover 
committee. Generally, the joint commission again 
agreed with the Stover report, but I would like 
to consider each of these six areas briefly. 


1. The Stover committee said it believed that 
physicians should be represented on the ad- 
ministrative bodies of hospitals. It also urged 
medical staffs to request their boards of trustees 
to accept a medical member even if he serves 
only as a non-voting member. 


The joint commission's reply was that clos 
liaison between the the medical staff and the 
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governing board of a hospital must be main- 
tained. However, its position is that this should 
be determined locally, and the commission 
should not state specifically whether physicians 
should or should not be members. 

While the joint commission has decided to 
let the question of physician representation on 
the governing boards of hospitals be decided 
at the local level, it is gratifying to have the 
commission re-emphasize that close liaison be- 
tween the medical staff and the governing board 
is essential. Personally, I feel that good work- 
ing relationships between physicians and hos- 
pitals would be strengthened in every instance 
if physicians were represented on governing 
boards. 


2. The Stover committee recommended that 
staff meetings required by the joint commission 
are acceptable, but attendance requirements 
should be set up locally and not by the com- 
mission. 


Although the joint commission did not allow 
attendance requirements to be determined local- 
ly, it did make a major change in its standards 
for staff meetings. Instead of requiring an aver- 
age of 75 per cent attendance of the active staff 
at each meeting, the commission now requires 
only 50 per cent of the active staff who are not 
excused by the executive committee of the staff 
for exceptional conditions such as sickness or 
absence from the community. 


It also decided that each active staff member 
shall attend 50 per cent of staff meeting unless 
excused. Formerly, the standards required each 
staff member to attend 75 per cent of the meet- 
ings. 


The reduction in staff attendance requirements 
is substantial, and in my opinion the new require- 
ment is neither too stringent nor too lax on staff 
members. 


8. After studying the issue of general practice 
sections in hospitals, the Stover committee con- 
cluded that the joint commission should encour- 
age GP sections. 


The joint commission in turn called for the 
continuation of its present policy which says a 
department of general practice shall be an or- 
ganized segment of the medical staff comparable 
to that of other staff departments, with certain 
modifications. It stated further that the local 
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medical staff should decide whether to establish 
a general practice department. 


Your own A. M. A. House of Delegates pur- 
sued this subject of the. general practitioner and 
hospital privileges during its sessions in Seattle 
last fall. It instructed the A. M. A. members of 
the joint commission to stimulate action by the 
commission leading to the warning, provisional 
accreditation, or removal of accreditation of com- 
munity or general hospitals which exclude or 
arbitrarily restrict hospital privileges for general- 
ists as a class, regardless of their individual pro- 
fessional competence where such policies ad- 
versely affect the quality of patient care ren- 
dered. 


However, the house of delegates said this 
action should be taken only after appeal to the 
joint commission by the county medical society 
concerned. 


Unfortunately, the joint commission has been 
blamed in the past for some of the rejections of 
GPs’ applications for staff appointments. It is 
not the commission, however, that restricts staff 
privileges, but the hospital board itself that ap- 
proves or disapproves the appointment on the 
recommendation of the staff. 


It is my hope that the county medical societies 
and the A. M. A., through its members on the 
commission, can assist in overcoming the exclu- 
sion and arbitrary limitation of the GP’s privil- 
eges. 


. .. I might add here that the A. M. A.’s rep- 
resentatives on the joint commission always will 
include at least one general practitioner. 


4. Realizing that many critics contended that 
there was no practical method of appeal for 
hospitals that fail to receive accreditation, the 
Stover committee urged the joint commission to 
publicize its method of appeal. 


The commission agreed and said that in the 
event a hospital is not accredited following a sur- 
vey, the process of appeal will be explained in 
the letter notifying the hospital that it has not 
been accredited. 


The original bylaws of the joint commission 
provide for hearings of appeals, and I believe 
that with proper publicizing of the method of 
appeal, there will no longer be misunderstand- 
ings at the local level. 
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5. The Stover committee also recommended 
that reports on surveys should be sent to both 
administrator and the chief of staff of hospitals. 


The joint commission agreed. Now copies of 
the covering letter and recommendations sent to 
the administrator following a survey also will be 
sent to the chief or president of the medical staff 
and the president of the governing board. 


6. And finally the Stover committee said the 
joint commission should not concern itself with 
the number of hospital staffs to which a phy- 
sician may belong. 


Again the joint commission agreed and pointed 
out that the standards for hospital accreditation 
do not restrict multiple staff appointments. 


These, then, were the conclusions of the Stover 
committee and the actions taken by the joint 
commission. For the most part, the A. M. A. 
suggestions have meet with approval. 


It is my belief that the Stover report and the 
joint commission’s general acceptance of the 
report will help to erase most of the serious crit- 
icisms of the commission, and will bring about 
a better understanding of the commission’s pur- 
poses and its work. 


The Stover report, of course, is no cure-all. No 
single set of suggestions and recommendations 
by a committee is going to solve all the problems 
of the joint commission for all time to come. But 
if it reduces substantially the number of com- 
plaints, and aids the joint commission in doing 
an even better job, then we have taken a giant 
step forward. 


As a member of the commission, I know the 
organization has not been perfect. There have 
been errors, but they have not been of the heart. 
Let’s remember that the program of accreditation 
is worthwhile, and the commission is perform- 
ing a valuable public service in devising the best 
possible plan of accreditation. Now and in the 
future we will need your understanding and your 
willingness to help if the commission is to suc- 
ceed. 


In many areas of the country the relations be- 
tween the hospital and physician are most har- 
monious. In some others they are not. If relations 
are not good in your area, there are many things 
you can do personally to help the situation. Here 
are just a few quick suggestions: 
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’ First, every hospital board of trustees and ad- 
ministrator has the problem of running the insti- 
tution without a deficit. You should recognize 
this and help to alleviate the problem. 


You probably will agree with me that most 
hospital-physician differences arise from the 
administrator's search for income that will pro- 
vide a balanced budget. 


Second, you should develop an interest in 
management problems. Most physicians are so 
interested in the welfare of their patients, they 
fail to consider the problems of the hospital ad- 
ministrator and his board of trustees. 


Third, it is my belief that in recent years the 
movement of patients from the home and the 
office into the hospital for diagnostic and thera- 
peutic care has been excessive. This has resulted 
in mounting hospital costs. Both patient and 
hospital would gain, if much greater emphasis 
was placed on home and office care. 


Fourth, you should discipline unethical staff 
members. Your failure to do so stimulates inter- 
ference by an aroused board of trustees and 
administrators. 


Fifth, my experience has taught me that ne- 
gotiations locally within the hospital before dif- 
ficulties develop into critical conflicts are abso- 
lutely necessary. I have known few instances in 
which a conflict was not resolved in negotiations 
to the satisfaction of all parties concerned. 


These are just a few areas in which we all 
can help our profession, our hospital and our 
joint commission. Hospital accreditation is a 
tough project for any group to undertake, but 
through pulling together, we can achieve a mag- 
nificent system of accreditation. 


In the words of Dr. Gunnar Gunderson, first 
chairman of the joint commission and now chair- 
man of the A. M. A. Board of Trustees: 


“This is a voluntary movement representing 
the best thinking and the best inspiration of five 
of the most powerful groups in the world deal- 
ing with health. We recognize what this will 
mean to the care of the sick and injured of two 
friendly nations, Canada and the United States. 
If our dities are discharged well, the benefits 
to mankind through our profession, through our 
hospitals and for our civilization are unreckon- 


able.” 
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Ar the Yuma Convention, Dr. Dwight Murray, President of AMA, told us that 
the Joint Commission on Accreditation of Hospitals had adopted most of the 
Stover report to make local rules regarding staff privileges, health codes etc. 


Yet at the same time one Tucson hospital had been denied accreditation after 
being passed by the inspector and is being threatened with closure of 130 beds. 
This on the order of the Chicago office. 


The doctors need hospital beds. Their patients need hospital beds. Also the 
hospitals need the doctors and the patients. 


In Arizona there is an acute bed shortage, so much so that it is necessary for 
me to phone three or four hospitals before I can get a bed for an acute emer- 
gency. I cite the following three instances occuring in Phoenix during the 
months of April and May: 


Letters were sent to M.D.s saying that if they did not contribute generously 
to a current fund drive, they could not expect to get beds for their patients. 


Secondly “Men who enjoy active status at XXX but who show no definite 
preference for this hospital and are ambivalent, should be assigned to the as- 
sociate staff, particularly in favor of those individuals now on the associate 
staff who concentrate their work and interest at XXX.” 


Thirdly, an order went out from a hospital administrator to the admitting 
office and surgery, that until the bed shortage is lessened, no elective surgery 
is to be scheduled by other than the active staff. 


With a closed staff, it is necessary for the hospital to guarantee a bed to every 
active staff man whenever he calls. Otherwise he is forced to look elsewhere for 


a bed for his patient. 


I propose that all staff doctors should stand and fight for representation on 
the hospital board of directors. These should be elected by the staff for a term 
of not more than three years, staggering terms if needed. This would enable 
the board of directors to get the feeling of the staff and the M.D.s could bring 
back to the staff the problems of the board of directors. These representatives 
should not be hand-picked by the administrators. 


C. C. CRAIG, M.D., PRESIDENT 
ARIZONA MEDICAL ASSOCIATION 
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CONTRIBUTORS 

The Editor sincerely solicits contributions of scientific 
articles for publication in ARIZONA MEDICINE. All such 
contributions are greatly appreciated. Ali will be given equal 
consideration. 

Certain general rules must be followed, however, and the 
Editor therefore respectfully submits the following suggestions 
to authors and contributors: 

1. Follow the general rules of good English, especially with 
regard to ie a diction, lling, -— unctuation. 

2. Be ided by the general wales of med writin = 
followed °%y the JOURNAL OF THE AMERICAN MEDI 
ASSOCIATION. 

8 brief, even while being thorough and complete. Avoid 
unnecessary words. Try to limit the article to words. 

4. Read and re-read the manuscript several times to cor- 
rect it, especially for s —ong and punctuation. 

5. Manuscripts should be typewritten, double spaced, and 
the original and a carbon copy submitted. 

6. Articles for publication should have been read before 
a controversial body, e.g., a hospital staff meeting, or a 
county medical society meeting. 

7. Exclusive Publication—Articles are accepted for publi- 
cation on condition that they are contribut solely to this 
Journal. Ordinarily contributors will be notifed within 60 
days if a manuscript is accepted for publication. Every effort 
will be made to return unused manuscripts. 

8. Illustrations — Ordinarily publication of 2 or 3 illustra- 
tions accompanying an article will be paid for by Arizona 
Medicine. Any number beyond this will have to be paid for 
by the author. 

Reprints — Reprints must be paid for by the author 
at established standard rates. 

The Editor is always ready, willing, and happy to help 








in any way possible. 





(The Opinions expressed in original contributions do not neces- 
sanily express the opinion of the Editorial Board.) 


WHEN SHOULD YOU SUE FOR AN 
UNPAID BILL? 


Tm recent issue of MEDICAL ECONOMICS 
carried an article, “When Should You Sue for 
an Unpaid Bill?” and offered a check list as to 
what items to consider prior to filing a suit for 
collection of the obligation, considering such 
factors as the ability of the patient to pay, the 
adequacy of office records, reasonable fees, sat- 
isfactory results of treatment, and adequate 
warning to the patient as to intent for collection. 


The prime question remaining is the statute of 
limitations in Arizona. In our state, an action on 
an open account expires three years from the 
date the indebtedness is incurred, or three years 
from the date of the last payment on the debt 
in the event any payment is made. An action for 
malpractice (injury to the person of another) 
expires two years from the date the action ac- 
crues, or two years from the date of injury. An 
action for malpractice resulting in death (injury 
to the person of another when death ensues) 
expires two years from the date of death. 


HONORABLE MENTION AWARD 


Miss Lillian M. Harris, 1016 West Congress 
Street, Tucson, Arizona, is to be commended on 
the honorable mention citation awarded to her 
during the National Science Fair in Los An- 
geles May 9 by the American Medical Associa- 
tion. Notice of this award is carried elsewhere in 
the Journal. It must be realized that the AMA 
presents only four awards—two “firsts” and two 
“honorable mentions’—to the students with the 
best exhibits in the basic medical sciences. These 
awards are separate from those presented by the 
Science Clubs of America, Fair sponsors, in the 
broader divisions of biological and physicial 
sciences. 


Miss Harris won her award in competition 
with 233 students from 40 states. We commend 
and wish her the best of success in her chosen 
profession. 
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The History of Medicine in Pp on 


TYPHOID 


By N. C. BLEDSOE, M.D. 


A. AN intern of the Los Angeles County Hos- 
pital, I had the advantage of many physicians 
in handling many cases of typhoid fever. This 
was during the years 1902-03-04. Today very few 
of the younger physicians ever see a case of 
typhoid. It is so rare that when my nephew's 
daughter contracted the disease at a girl’s camp 
some four years ago, she was confined in a San 
Francisco hospital and had some 30 or 40 phy- 
sicians visit her to see a case of typhoid. 


Improved sanitation and vaccination have re- 
moved this menace from our list of infectious 
diseases. There is an old saying that “typhoid is 
caused by flies, fingers and food.” This axiom 
was forcibly brought to my attention when I first 


went to Bisbee. As some of you know, Bisbee 
is in the Mule Mountains and the terrain is all 
rock, and at the time of my arrival, there was no 
sewer system. Privies, as you can readily under- 
stand, were inadequate to keep out flies. I visited 
some of the boarding houses at night when the 
buzzing of the flies was so noisy that it reminded 
one of a swarm of bees. It was no trouble to 
realize that flies were a cause of many cases of 
typhoid. There were no refrigerated cars, perish- 
able food was brought in iced, and many times 
the ice was melted before it was transferred at 
Benson for shipment to Bisbee. It is told, and I 
do not doubt the authenticity-of the tale, that 
when a shipment of fish came into Benson, it 
was soft, starting to spoil so the agent threw on 
some saltpeter, re-iced it, and sent it along. 


In 1904, the first year I was in Bisbee, there 
were 150 cases of typhoid in the community. At 
one time. we had over 25 cases in the hospital. 
All of the doctors dreaded the summer time, as 
intestinal diseases were rampant and our infant 
mortality was high. One year after I arrived in 
Bisbee, a sewer system was installed and the next 
year we did not have one case of typhoid. This 
was a perfect example of how sanitation can 


control typhoid. 


It might be of interest to outline our treat- 
ment: rest in bed, temperature, pulse and res- 
piration every three hours, liquid diet; twice a 
week. every patient was given a course of calo- 
mel, followed by castor oil; salol, 2% grains, 
every three hours. Whenever temperatures 
reached 102 a sponge bath, or some other 
method was used to reduce temperatures. This, 
by the way, was a very interesting matter as 
each nurse had her own way of reducing tem- 
perature; hot packs, cold packs, ice bath, tub 
bath and the so-called Brand treatment. It was 
interesting to watch the special nurses at County 
Hospital reduce the temperatures. Our mortality 
was under 3 per cent. 


Hemorrhage and perforation were the two 
complications most feared. Hemorrhage was 
treated systemically, perforation by operation, 
if we could get the patient to agree before peri- 
tonitis developed. 


It is told that in a certain Massachusetts hos- 
pital there was a very sick patient and the doc- 
tors were at a loss to diagnose his ailment when 
an old New Hampshire doctor walked through 
the ward, sniffed a little and said, “I see you 
have a case of typhoid fever here.” The disease 
does have a characteristically peculiar odor and 
some of our predecessors had a keen sense of 
smell. Thank God this is another disease we no 
longer dread. 


BOOK REVIEW 

PRICE’S TEXTBOOK OF THE PRACTICE OF MEDICINE 
edited by Donald Hunter, M.D. 9th ed. 1,774 pages. (1956) 
Oxford. $15. 

Twenty-seven British authorities edit an out- 
standing English text that first appeared 35 years 
ago. It is all delightfully written, no section more 
so than that on psychological medicine. 


Stacey’s Medical Books, San Francisco 
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antibacterial 


effectiveness for 24 hours 


on a single (1Gm.) dose 





Kynex Sulfamethoxypyridazine is a completely new, long-act- 
ing single sulfonamide with clinical advantages hitherto un- 
equaled in sulfa therapy— 


LOW DOSAGE? —only 2 tablets per day. 


RAPID ABSORPTION? — therapeutic blood levels within 
the hour, blood concentration peaks within 2 hours. 


PROLONGED ACTION 4— 10 mg. per cent blood levels that 
persist over 24 hours on a maintenance dose of 1 Gm. 


BROAD-RANGE EFFECTIVENESS — particularly efficient 
Nurinary tract infections due to sulfonamide-sensitive organ- 
sms, including E. coli, Aerobacter aerogenes, paracolon bacilli, 
streptococci, staphylococci, Gram-negative rods, diphtheroids 
and Gram-positive cocci. 


REATER SAFETY —high solubility, slow excretion and low 
sage help avoid crystalluria. No increase in dosage is rec- 


#9. U.S. Pat. Off. 





ommended; the usual precautions regarding sulfonamides 
should be observed. 


CONVENIENCE — the low maintenance dosage of 1 Gm. (2 
tablets) per day for the average adult offers optimum conven- 
ience and acceptance to patients. 


Each quarter-scored tablet contains: sulfamethoxypyridazine 
...0.5 Gm. (7% grains). 

1. Boger, W. P.; Strickland, C. S. and Gylfe, J. M.: Antibiot. Med. & 
Clin. Ther. 3:378 (Nov.) 1956. 


* Aqueous—readily miscible 


NOW AVA/LABLE 
Caramel flavored 


KYNEX'SYRUP ‘scscr or cetentos mee 


Readily acceptable by patients 


SULFAMETHOXYPYRIDAZINE LEDERLE of all ages 


Each teaspoonful (5 cc.) of KyNEx Syrup contains 250 mg. 
sulfamethoxypyridazine. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK E> 
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REGISTRATION — 1957 ANNUAL 


MEETING 
Membership Percent 


Medical Society Total Registered Registered 
Apache 3 33% 
Cochise 23 9% 
Coconino 14 50% 
Gila 19 0 
Graham 71% 
Greenlee 0 
Maricopa 17% 
Mohave 100% 
Navajo 33% 
Pima 17% 
Pinal 28 21% 
Santa Cruz 8 0 
Yavapai 20 30% 
Yuma 29 72% 
Non-Members—Including 
Guest Orators, VA, Interns, 
Military, Out-of-State 
Doctors, etc. 41 
TOTAL REGISTRATION 
OF MEDICAL DOCTORS 
ABSTRACTS COMMITTEE REPORTS 
1957 ARIZONA MEDICAL 
ASSOCIATION 


By WALTER HILEMAN, M.D. 


THE CONSTITUTION AND BY-LAWS COM- 
MITTEE—W. R. Manning, M.D., Chairman. 
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RecommanvED changes relating to seal of 
Association, correcting the “grievous error” of 
using the Staff of Mercury instead of that of 
Aesculapius. Recommended change of election 
rules to have officers of the Association elected 
by majority rather than by plurality. Recom- 
mended that the Association by-laws be brought 
up to date and then each county medical society 
receive a copy of these by-laws, and attempt to 
have county societies’ by-laws conform to the 
state by-laws. 


BENEVOLENT AND LOAN FUND COMMIT- 
TEE-—E. A. Born, M.D., Chairman. 

No loans have been made because of neces- 

sity of changes in by-laws, but details have been 


worked out for processing loans and grants when 
such are feasible. Applicants for loans will be 
required to insure against loss to the society by 
securing additional life insurance. The commit- 
tee recommend that $500 per year from the asso- 
ciation funds be disbursed annually as a scholar- 
ship at the University of Arizona for premedical 
student or students. Plans have been considered 
for allocating direct grants to members of the 
association in distress. 


NURSING SERVICE COMMITTEE— 
Francis J. Bean, M.D., Chairman. 

Programs in nursing have been established at 
the university level both at Tucson and Tempe. 
A school for practical nurses is to open in Tucson 
in September 1957. A state chapter of the Amer- 
ican League of Nursing was formed in the past 
year. 


AMERICAN MEDICAL EDUCATION FOUN- 
DATION COMMITTEE— 
H. W. Kohl, M.D., Chairman. 

AMEF in 1956 raised $1,072,727, approximate- 
ly one-half of which was contributed by physi- 
cians. Of this money, one-half was ear-marked by 
donors for specific schools. Each school received, 
in addition to that ear-marked by donors, $6,850 
from undesignated gifts. 

During the past year, $3,067,100 was distrib- 
uted by the national fund for medical education. 

Arizona physicians contributed $4,893.87 in 
1956. This includes $533 given by individual 
physicians in addition to that given through the 
medical association and its auxiliaries. In 1957, 
$10 of state dues was ear-marked for AMEF. 


HISTORY AND OBITUARIES COMMITTEE— 
Howell Randolph, M.D., Chairman. 

The committee recommended that historical 
articles of interest to physicians should be sub- 
mitted by any interested writers, either to the 
editor of Arizona Medicine, or to the history and 
obituaries committee. 


MEDICAL EDUCATION COMMITTEE— 
D. W. Melick, M.D., Chairman. 

This committee plans to publish the results 
of investigation into the question of a medical 
school for the state in Arizona Medicine shortly 
after May 1957. 





Vol. 14, No.7 


PROFESSIONAL LIABILITY INSURANCE 
INVESTIGATING COMMITTEE— 
Howard C. Lawrence, M.D., Chairman. 

Work is well under way to obtain group mal- 
practice insurance for members of the state asso- 
ciation from the Nettleship Company of Los 
Angeles, acting for the Zurich (Switzerland) 
Insurance Company. This organization currently 
insures several California county medical soci- 
ety groups. More information will be obtained 
as soon as further negotiations have been com- 
pleted. 

WOMAN'S AUXILIARY PRESIDENT-ELECT 
REPORT—Mrs. Charles Powell, Chairman. 

State-wide woman’s auxiliary activities for 
next year include (1) Student nurse recruitment, 
(2) AMEF donations, (3) wider distribution of 
Today’s Health, (4) attendance at national meet- 
ings, etc. A grant of $1,000 was requested by the 
auxiliary from the Arizona Medical Association 
for furthering its work. 

SECRETARY'S ANNUAL REPORT— 

D. W. Melick, M.D., Chairman. 

As of date of report, there were 857 members, 
797 of whom were active, 28 holding service and 
32 associate membership classifications. This is 
30 more than one year earlier. Fifty-seven new 
members were admitted, and presumably 27 
members were lost during that year. 


CENTRAL OFFICE ADVISORY COMMIT- 
TEE REPORT— 
W. R. Manning,M.D., Chairman. 

This committee recommended hiring of an 
assistant executive secretary, because of increas- 
ing volume of work in the central office of the 
association and because of the fact that the office 
staff is now doing administrative duty for the 
board of medical examiners (with appropriate 
salary arrangement contribution by the board 
of medical examiners). Mr. Paul R. Boykin has 
been employed, first on a trial basis and more 
recently on a permanent basis, as assistant exec- 
utive secretary. 


LEGISLATIVE COMMITTEE— 
J. D. Hamer, M.D., Chairman. 

The extensive work of this committee is per- 
haps best summarized by the following abstract 
from the introduction of its report: “The 23rd 
Legislature of the State of Arizona is entitled to 
the plaudits of the people for adjourning with 
the allotted 60 days. It is further recognized 
that this legislature should be commended for 
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its accomplishments. The session was not without 
problems concerning the medical profession, and 
your legislation committee, legal counsel and 
staff, devoted considerable time to the review of 
a multiplicity of measures introduced and took 
action supporting those approved by council 
and exerted every effort in the defeat of those 
which were not in the best interest of the health 
and welfare of the people.” 


SAFETY COMMITTEE— 
MacDonald Wood, M.D., Chairman. 

This committee recommends (1) improvement 
of driving training in schools, (2) establishment 
of visual standards, and (3) revision of physicial 
and mental standards for driver licensure. 

It recommends that at the annual meeting 
some time be devoted to physician education 
in automotive safety. Exhibits or movies on auto- 
motive safety would be interesting and should 
be well accepted at our state meeting. 


PROFESSIONAL LIAISON COMMITTEE— 
William B. Steen, M.D., Chairman. 
At meetings between pharmacists and phy- 
sicians, the committee recommended that free 
choice of physician and pharmacist be preserved. 


The committee disapproved prescription pads 
with advertising of a specific pharmacy. The 
committee desired that physicians indicate on 
all prescriptions whether and how often refill- 
ing should be allowed. 


OSTEOPATHIC LIAISON COMMITTEE— 
Reed D. Shupe, M.D., Chairman. 

The committee looked with disfavor on a 
proposed bill to allow osteopaths to do major 
surgery after one year’s internship. It also dis- 
liked a change that woul dallow dropping “Os- 
teopathic” from identifying designation as long 
as the initials D. O. followed the physician’s 
name. Many members and others explained the 
inadvisability of the Glendale Community Hos- 
pital having a mixed staff of M.D.s and D.O.s 
at a meeting in Glendale. 


INDUSTRIAL RELATIONS COMMITTEE— 
Lindsay E. Beaton, M.D., Chairman. 

This committee reports monthly meetings as 
the medical advisory board to the industrial 
commission, serving in the final disposition of 
difficult industrial accident cases. During the 
past year, rules were drawn up governing con- 
sultations scheduled by the commission, re- 
quiring that industrial case consultations be 
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treated with the same ethical considerations as 
private patient consultations. 

As instructed by council, the committee is 
proceeding with the upward revision of fee 
schedules, hoping it will be based on the Cali- 
fornia Relative Value Schedule. Consultations 
are being held with the various specialty groups 
regarding the proposed new fee schedule. The 
committee chairman reports excellent co-opera- 
tion between the commission and the industrial 
relations committee. 


PUBLIC RELATIONS BOARD— 
James T. O’Neil, M.D., Chairman. 

This board recommends that the association 
provide technical professional advice to any 
labor-management negotiations which may be 
concerned with health insurance as a bargaining 
subject. 


SELECTIVE SERVICE ADVISORY COMMIT- 
TEE-—J. M. Greer, M.D., Chairman. 

The doctor draft law will probably be dropped 
at the end of this fiscal year. Last year two 
physicians were “enlisted” by selective service 
in the State of Arizona. 


MEDICARE 
Report Of First Six Months 
Operations In Arizona 


J UNE 7, 1957 saw the completion of the first 
6 months of participation by the Arizona Medi- 
cal Association in the Armed Services Depen- 
dents Medical Care Program, enacted by the 
last congress and signed by President Eisen- 
hower on June 7, 1956 to become effectively 
operational Dec. 7, 1956. This program of Public 
Law No. 569 has by common usage been desig- 
nated as the “Medicare Program.” 

All probably will recall the uncertainty with 
which we approached our negotiations and con- 
tracting with the department of the army, the 
administrative unit for the department of de- 
fense, on this new plan which seemed to many 
of us to be an indirect approach into the social- 
ization of medicine. Arizona, as well as the 
rest of the states and territories of the United 
States, was completely caught off guard by a) 
the sudden passage of this law by congress and 
signing by the President and b) the extremely 
short time interval allowed for to work out all 
the operational details, fee schedules, contracts 
etc. — inasmuch as by the terms of PL 569 
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itself, it had to be operational by Dec. 7, 1956. 

While definitely opposed to the further in- 
gress of governmental on private enterprise and 
to socialization in general we became reconciled 
in cooperating with this Medicare program on 
the following basis: 

1. Armed forces representatives, all other gov- 
ernment representatives and the law itself states 
that this was evolved only as a national defense 
measure — to make it more attractive for many 
of the highly trained and skilled personnel to 
remain in the armed services instead of leaving 
for private industries as soon as their current 
enlistments were finished. It is to be noted 
along this line that most large indusiries, unions, 
etc., not only do pay much higher wage scales, 
but also include similar insurance plans in their 
fringe benefits. 

2. This had already became Public Law No. 
569 — passed by congress and signed by the 
President. 

We felt that the above being the case, it was 
far better for us to work with the government 
but still retaining direct control of the salient 
medical practices and principles ourselves, in- 
stead of having a government bureaucracy try 
to take the lead and establish the same for us. 
Remember that the Arizona Medical Association 
negotiated its own contract and fee schedules, 
which we feel are most fair and liberal. The 
government did NOT establish these for us. 

In the rapid development of this new pro- 
gram, a type in which neither the American Med- 
ical Association or its constituent state or terri- 
torial groups, nor the United States Govern- 
ment had had any previous experience in estab- 
lishing, it follows logically enough that there 
be some errors, omissions, loopholes, etc. After 
enough time has elapsed for critical analysis of 
all these and of the experiences thus gained we 
can be sure that all of these will be corrected 
at the time of future renegotiations which ten- 
tatively have been placed for February 1958. The 
time for these renegotiations has been extended 
to that date at the request of the department 
of the army, administrator for the department 
of defense, with the concurrence of the council 
of the Arizona Medical Association, in order to 
give an adequate time interval in which full 
evaluation of the operation of this agreement 
can be made by both parties. 

Under the terms of the contract negotiated 
by the Arizona Medical Association with the de- 
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partment of the army in November 1956, Arizona 
Blue Shield was designated, at a special meeting 
of council of the Arizona Medical Association as 
our fiscal agent (to process and pay the claims). 
I must again point out that there is absolutely 
no relationship between MEDICARE and THE 
ARIZONA BLUE SHIELD SERVICE PLAN. 
Also, according to the terms of the contract, 
it was required that the Arizona Medical Associa- 
tion establish an arbitration board to arbitrate 
local disputes, questionable claims, and to guard 
against any willful violations of the principles 
and ethical relationships involved in this con- 
tract. This was likewise demanded of all the 
other states and territories. This board by na- 
tional usage has become known as MEDICARE 
— ADJUDICATION COMMITTEE. 
Inasmuch as Arizona Blue Shield, by council 
action and contract, had already been established 
as our fiscal agent, it was then decided by 
further action of council of the Arizona Medical 
Association that those members of the associa- 
tion serving as the professional board of Ari- 
zona Blue Shield be made the members of this 
adjudication committee with the addition of 
this writer, Frank W. Edel, as its chairman. 
It is the feeling of those responsible for the 
administration of Medicare in Arizona, namely 
the council of the Arizona Medical Association 
and the adjudication committee, that no abuse be 
made by any of our members in taking advan- 
tage of any of the previously discussed loop- 
holes and minor variants in schedule for petty, 
selfish, personal gain. Outlandish or padded 
claims will not be cleared for payment, nor will 
any claims taking advantage of some petty loop- 
hole be knowingly cleared. At the same time 
we will go to bat for any claim of unusual care 
or circumstance, which by special report seems 
entirely just and fair to these groups. We feel that 
the ethical practice of medicine should prevail, 
for that matter, in any relationships of organized 
medicine to the public. These Medicare patients 
should receive the same consideration as your 
private patients. Likewise your billing should 
be as considerate and not violate customary 
principles of honesty to yourself, to the Arizona 
Medical Association or to the United States of 


America. 

I must reluctantly report that there have been 
some cases of apparently obvious abuse of the 
above enumerated principles. It is possible that 
some of these may have been accidental or 
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through oversight and misunderstanding. Suffice 
it to say, however, that any further repetition 
of same can only be interpreted as deliberate 
and intentional. This WILL NOT BE TOLER- 
ATED. Among these abuses we find the fol- 
lowing: 

Some doctors submitting claims for consulta- 
tion fees for such consultations that are standard 
hospital prerequisites and for which private 
patients are not billed—such as consultations for 
D&C and pre-anesthetic consultations. The 
adjudication committee was chagrined to find this 
insincerity and attempt to pick up an extra fast 
buck. As a result the following resolution was 
introduced and passed unaminously by the 
council of the Arizona Medical Association at its 
May 5 meeting. “That all consultations required 
a standard procedure of hospitals in Arizona 
who are acting in good faith and in keeping with 
the principles of the American Hospital Asso- 
ciation, involving any procedure such as D&C, 
anesthesiology or any similar procedure where 
a consultation is required as a hospital pre-req- 
uisite, be not compensable under the Medicare 
Act.” 

2. Indirect fee splitting refunds to doctors on 
laboratory charges. 

While, for example, the fee schedule allows 
for $18 on obstetric routines—we find that cer- 
certain laboratories have been offering to do the 
work for varying fees—usually approximately 
around $10—offering the doctors a nice fat 
$8 kickback by sending patients to them. 

Gentlemen—this is out and out FEE SPLIT- 
TING and will not be tolerated any more than 
any other type of fee splitting. After warning, 
and this article will re-emphasize this, such ac- 
tions could easily necessitate action by the pro- 
fessional committee of the Arizona Medical Asso- 
ciation. 

8. Unusual and apparently unreasonable 
amounts of laboratory examinations, X-rays, 
drug expenditures. 

For the information of all I find it necessary 
to inform you that the statistical department of 
Arizona Blue Shield, Medicare Department 
makes periodical checks and comparisons on all 
these figures and reports to the adjudication 
committee. When such work seems apparently 
out of line with standard practice, special reports 
will be asked justifying the reasons for this 
work. If it cannot be justified, it will not be 
approved for payment. 
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Fortunately, these offenders have been at 
the minimum to date. I trust that with the read- 
ing of this summary, and with the knowledge 
that the adjudication committee, backed by the 
council of the Arizona Medical Association, 
means exactly what I have said on this, will 
deter any future offenses. 

Another problem which has offered some dif- 
ficulty has been indirectly no one’s blame, unless 
it is the congress that enacted PL 569 and did 
not include any provision for direct payment to 
pharmacists of drug bills. This has resulted in 
considerable confusion and difficulty, particular- 
ly in the care of obstetrical cases where the 
doctor apparently must underwrite the patient’s 
drug expenses and cannot collect for same until 
the termination of the pregnancy. This can 
easily run into quite a sum if a busy obstetrician 
with large volume of patients has to carry them. 
All efforts are being made at present to work 
out some solution to this, and it possibly might 
even have been effected by the time this article 
appears in our Journal, Arizona Medicine. 

It is impossible, of course, to have the com- 
plete statistical breakdown of amounts paid out 
to Arizona’s M.D.s for this entire 6 month peri- 
od, in time for publication in the July issue. I 
present the following statistical analysis cover- 
ing the period Dec. 7, 1956 through May 15 1957, 
as submitted by Mr. E. Donald Lau, Executive 
Director, Arizona Blue Shield, fiscal agent for 
Arizona Medicare. 


Total Number of Cases Total Amt. Paid 


2,766 $203,283.39 

Of these 
Maternity—1,145 (41.40%) $103,423.22 
T&A—397 (13.99%) $ 19,489.00 
All others—1,234 (44.61%) $ 80,371.17 


Mr. Lau also reports another estimated amount 
on cases not reported but, incurred in the same 
period up to May 15, 1957, of $48,231, which 
added to the amount of the total already paid, 
gives us a total of $251,514.39 in the first 5 
months and one week of operations. This is ob- 
viously a much greater amount than any pre- 
viously estimated would occur under the pro- 
visions of this plan. This has necessitated three 
upward revisions in the estimated funds neces- 
sary for the administration of this plan in Ari- 
zona—all concurred in by action of the Arizona 
Association’s council. It. must be remembered 
that this all started from scratch—in other words 
neither of the contracting parties had the faintest 
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idea what amount would be needed to finance 
the program, once implemented—but could only 
learn by time and experience. It will be on the 
basis of this same time and experience that future 
renegotiations will be made. 

We feel that, for the most part, this operation 
has been moving along comparably smoothly in 
Arizona. This is in reality a tribute to our mem- 
bership for the way that they have shown, the 
majority, an attitude of understanding coopera- 
tion. 

I wish to thank the membership at large for 
their cooperation, and especially to thank all 
committee members, Arizona Blue Shield—E. 
Donald Lau and staff, our legal adviser “Bud” 
Jacobson and our efficient central office, Mr. 
Robert Carpenter—Executive Secretary, Arizona 
Medical Association and his tireless staff for the 
great amount of time and personal efforts put 
into making this rather thankless chore a suc- 
cessful venture on the part of Arizona medicine. 

Respectfully submitted, 
Frank W. Edel, M.D., 
Chairman 
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BROAD ANTICHOLINERGIC BLOCKADE 








Pro-Banthine’ Relieves Pain, 


Accelerates Peptic Ulcer Healing 


The efficiency of Pro-Banthine (brand of 
propantheline bromide) in inhibiting the 
chemical substance which mediates para- 
sympathetic gastric activity explains the 
success of the drug in ulcer therapy. Pro- 
Banthine blocks acetylcholine at both the 
ganglia and parasympathetic effector 
sites. This dual action controls excess 
neural stimulation of both gastric secre- 
tion and motility. 

The therapeutic benefits of this anti- 


cholinergic blockade consist, as many 
clinical investigators have noted, in 
prompt relief of ulcer pain and pro- 
nounced acceleration of ulcer healing. 

The suggested initial dosage is one 15- 
mg. tablet with meals and two tablets at 
bedtime. Two or more tablets four times 
a day may be indicated in severe manifes- 
tations. G. D. Searle & Co., Chicago 80, 
Illinois. Research in the Service of 
Medicine. 
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MEDICAL SOCIETY OF THE 
UNITED STATES AND MEXICO 


(La Sociedad Medica De Estados Unidos de 
Norteamerica y Mexico ) 


By Frank W. Edel, M.D. 


(Report on the progress of this new medical 
society, including the Hermosillo and Mazatlan 
meetings.) 


Tins report is submitted at the request of 
Dr. Darwin H..Neubauer, editor of Arizona 
Medicine, and I must indeed concur with his 
expressed viewpoints that the evolution and 
present development of this progressive new 
medical society of the United States and Mexico 
should be of the utmost interest to all physicians 
practicing in the southwestern U.S.A., and in 
the very near future to the entire United States 
of America. 

A brief recapitulation to bring all of you up 
to date on the origin, principles involved, the 
groundwork and other meetings held that led 
to the excellent success of the Mazatlan charter 
meeting, is definitely in order. 

The origin of this interesting new society must 
be entirely credited to Drs. Harry Thompson, 
W. R. Manning, Robert E. Hastings, William 
Schultz, Leo Kent — all of Pima County and 
Tucson, together with Drs. Hector Gonzales 
Guevara, Alberto L. Guevara, Ignacio Chavez, 
A. Topete and numerous other doctors from 
Tucson and from Nogales, Magdalena, Her- 
mosillo, Mazatlan and Guadalajara. These men 
had over a period of several years, formulated 
close friendships and the idea of this society 
resulted by natural evolution of events. It was 
further aided by the interest manifested by 
the governors of Jalisco, Sinaloa and Sonora, as 
well as by Governor McFarland of Arizona 
through his representative, Dr. Norman Ross. 

Based on sound concepts, (a) Medicine is 
a universal common meeting ground and langu- 
age, when broken down, to care of the ill, and 
the principles and ethics are greatly similar 
throughout the civilized world. (b) The in- 
creasing intercourse between these two great 
nations of the North American continent and 
in particular to us in the Southwest — commerce, 
tourist travel, improved highways, air travel, 
etc. — distance means nothing now and the 
possibility that many disease entities formerly 
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considered localized to one area may spread 
rapidly from one to another with the greatly 
increased travel etc. (c) The desire for all of 
us to advance our knowledge in general about 
our neighboring country, to accept advances in 
treatment of diseases peculiar to either, to aid 
our colleagues in obtaining these advances and 
to seek his knowledge and aid under similar 
circumstances. 

With this background, and with all these facts 
and concepts in mind, as well as the many 
others so well reported by Dr. Norman Ross 
in the January issue of Arizona Medicine, the 
initial founders’ meeting was held at Tucson, 
Arizona Nov. 25, 1956 at 2 p.m. at the Pioneer 
Hotel. 

Forty-four members constituted this founders’ 
group, and it was obvious from the start that 
all present were determined to make this a 
successful organization. Dr. Harry Thompson 
presented a most interesting paper pertaining 
to the international aspects of medical prob- 
lems, and Dr. Alberto L. Guevara from the 
University of Guadalajara promptly confounded 
all of us with his paper showing the spread 
of Coccidiomycosis into northern Mexico — 
further accentuating the importance of this new 
international society. The necessary committees 
were appointed at this meeting to get the neces- 
sary structural work of the organization under- 
way in order to have mutual understandings 
as to constitution and bylaws, membership, co- 
ordination and program development for the 
future. A meeting, to discuss the constitution 
and bylaws, membership campaign, programs, 
etc., was then established to be held at Her- 
mosillo, Sonora on March 16, 1957. 

This meeting was held at Hermosillo, on the 
agreed date, and was unusually well attended. 
It convened at 10 a.m. at the beautiful new 
motor-hotel, Very thorough consideration and 
thought was given to the constitution and by- 
laws, which had already been thoroughly de- 
veloped by Dr. Hastings and Dr. Alberto Gue- 
vara and Dr. A. Topete. Mutual agreement on 
all points was easily met and agreed upon. After 
a splendid luncheon, the afternoon session was 
featured by outstanding scientific papers by 
Dr. Van Ravenswaay of Tucson, and by Dr. 
A. Topete of the University of Guadalajara, Col- 
lege of Medicine — the merit of the papers again 
proving the soundness of this embryonic or- 
ganization. In the evening we were entertained 
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at a most delightful banquet at the Hotel San 
Alberto, and we must again reiterate our thanks 
to Gov. Alvaro Obregon of Sonora for his ex- 
tremely gracious hospitality in our care and 
entertainment, as well as to the Hermosillo 
doctors and their wives. This was a most en- 
joyable meeting for all of us and we looked 
forward with great pleasure to the renewing of 
acquaintanceships and the further development 
of the society at the scheduled meeting for 
Mazatlan, Sinaloa May 9, 10 and 11, 1957. 


The membership campaign for charter mem- 
bers was then launched by Drs. Harry Thomp- 
son and Wilkins Manning for the United States 
and Drs. Guillermo Soberanes, A. Topete, Ig- 
nacio Chavez and Hector Gonzales Guevara 
for Mexico. Under their astute guidance a fairly 
remarkable enrollment for charter memberships 
was obtained. At the present time we may of- 
ficially report enrollment of Maricopa County’s 
85 charter members. Dr. Harry Thompson re- 
ports Pima County has 175 charter members. 
The membership committee of Mexico estimates 
125 charter members. giving us at this time 
386 charter members. 


It is entirely possible that with further study, 
some of these memberships may be duplicates. 
It seems safe to say, however, that a conserva- 
tive estimate of 300 charter members can be 
counted, which certainly is a working nucleus 
toward an effective organization. It is to be 
remembered that applications for charter mem- 
berships will continue to be received up to and 
including the registration at the next meeting, 
which tentatively will be held in Tucson the 
first week in December 1957. Consequently, 
may I urge all who may have overlooked this 
opportunity to send application and check to 
Dr. Harry Thompson, President, Medical So- 
ciety United States and Mexico — 433-35 Tuc- 
son Blvd.; Tucson, Arizona. The yearly mem- 


bership fee is $5. 


The initial general charter membership met- 
ing in beautiful, picturesque Mazatlan proved 
a tremendous success. A splendid attendance 
with 42 doctors, wives and guests from Mari- 
copa County, 36 from Pima and nine from 
other counties in Arizona. Other states repre- 
sented were California, Oregon and New York. 
An approximate turnout of 95 representatives 
from Norteamerica. Our Mexico registration 
list is not complete, but we estimate about 80, 
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this is a conservative figure because numerous 
of our friends were so busy entertaining us 
that many probably didn’t formally register be- 
cause they were just too busy offering their 
hospitality to do so. 

The meeting opened officially at 12 noon with 
Dr. Hector Gonzales Guevara, mayor of Mazat- 
lan, greeting us both personally and for the 
governor of Sinaloa. This was followed by all 
registrants signing the official charter member- 
ship. Then a get-together and get acquainted 
luncheon in the main patio of Hotel Belmar, 
which incidentally was the registration and main 
headquarters of the meeting. 

The business session opened at 5 p.m. with 
Dr. Hector Guevara and Dr. Harry Thompson 
as co-chairmen. Dr. Alberto Guevara, chief of 
thoracic surgery, University of Guadalajara, did 
a masterful job as official interpreter. Thanks 
to the excellent groundwork established at the 
previous meeting in Hermosillo, and with an 
especial word of appreciation for the thorough- 
ness of Dr. Hastings and Dr. Guevara, with 
some dexterous, astute parliamentary aid from 
Drs. Harry Thompson and Bill Manning, the 
entire constitution and bylaws were adopted 
with remarkable little argument. Following this, 
the following officers selected by the nominat- 
ing committee were unanimously voted into 
office: 


President 
Dr. Harry Thompson, Tucson, Arizona 
Pres. Elect 
Dr. Hector Gonzales Guevara, Mazatlan, 
Sin. Mex. 
Vice President 
Dr. Wilkins Manning, Tucson, Arizona 
Secretary — U.S.A. 
Dr. Juan Honseca, Tucson, Arizona 
Secretary — Mexico 
Dr. Alberto Ladron de Guevara, 
Guadalajara 
Treasurer — U.S.A. 
Dr. Robert Hastings, Tucson, Arizona 
Treasurer — Mexico 
Dr. Roberto Morfin Alvarez, Mazatlan 


These men had been selected by the nominat- 
ing committee because of their fundamental 
and obvious interest in getting this new society 
started and we can feel sure that they will keep 
it going. 


422 ARIZONA 

After. this election of officers, the routine com- 
mittee reports were presented, most of which 
have been discussed previously. Of interest to 
all of the readers of Arizona Medicine was the 
decision by the program committee that all 
scientific papers will be published in this Journal 
as the official journal of the organization. The 
business meeting was then adjourned. 


The following day, May 10, proved rather 
hectic because of numerous extra papers that 
had to be presented, many of which had not 
been in the hands of the program committee 
before, etc. The schedule called for 12 papers. 
I believe 16 were presented. This rather jammed 
the scientific session, although the majority of 
papers were of excellent merit. Session opened 
at 9 a.m., being called to order by Dr. Harry 
Thompson, Dr. A. Topete — chief of experi- 
mental surgery and cardiac surgery, University 
of Guadalajara, Dr. Leo Kent of Tucson pre- 
sided. A luncheon from 12 to 1:30 at the beau- 
tiful Playa de Mazatlan gave an interlude to 
the succession of papers. This perhaps, was un- 
fortunate because I am afraid that the after- 
noon session did not have as great a turnout 
as the morning meeting, despite many excellent 
papers being presented. Despite all of this, it 
was possible to terminate the meeting on time 
and the meeting was officially closed by Presi- 
dent Dr. Harry Thompson at 6 p.m., after some 
minor committee appointments were made. 


That evening, a moonlight party was held 
at the Terraza del Paseo Claussen. All again 
enjoyed this beautiful setting and moonlight 
night, with weather that was out of this world. 


It is impossible to go into all the entertain- 
ment features, both scheduled and spontaneous, 
which our Mazatlan colleagues arranged for us. 
It is going to be very hard to repay their 
extremely gracious cordiality and wholehearted 
friendliness. I can assure you, we shall do our 
very best to reciprocate. 


The final event, held in the Palm Room at 
the Belmar, given by Gov. Gral Leyva Velasquez 
was a beautiful climax to a successful initial 
meeting. Again perfect weather, magnificent 
sky and moon, special music by a string en- 
semble from Guadalajara — well, brother, you 
should have been there. 


I, personally had no time for fishing, but I 
hear from my compadres that “it couldn’t be 
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surpassed.” The entertainment for our wives 
was indeed splendid, according to all to whom 
I spoke. By the way, ladies, why not form an 
auxiliary to help reciprocate the entertainment? 
The only criticisms were leveled at an un- 
fortunate overcrowding of the scientific session 
with too many papers. This being the first large 
meeting, it is easily understandable and I feel 
sure can be corrected in future meetings. 


Please remember that you may still register 
for charter membership, up to and including 
the December 1957 meeting in Tucson, Arizona. 


I hope I will see you there. 


ACTIONS OF AMA LEGISLATIVE 
COMMITTEE 


| N keeping with the editorial policy of Arizona 
Medicine, herewith are presented the actions of 
the committee on legislation of the American 
Medical Association at its most recent meeting. 
Legislation reviewed was introduced in the 85th 
Congress during the months of January, Feb- 
ruary and March 1957. The volume of bills per- 
taining to and affecting the medical profession 
increases by leaps and bounds in each congress- 
ional session. Most bills are “back door” methods 
aimed at socialization of medicine. Because of 
this devious method and the reticence of the 
average physician to speak out against the moral 
issues involved, the social planners and spendo- 
crats have managed to enact legislation which 
has, ipso facto, made deep inroads into the 
foundation of the private practice of medicine. 
Witness Medicare, veterans’ care for non-serv- 
ice connected disability, certain social security 
beneficiaries and others. Inspection of the bills 
introduced under the headings National Com- 
pulsory Health Insurance, Social Security, Vet- 
erans Affairs, Health Insurance and Miscellan- 
eous will enlighten the reader in regard to the 
all out effort being made to effect governmental 
control of medicine. 

” Unless each physician soberly considers these 
facts and acts promptly in accordance with his 
conscience, the point of no return on the road 
to total socialization of medicine will soon be 
reached. Let us be willing to accept our rightful 
places as intelligent, informed, unyielding de- 
fenders of the finest, most cherished profession 
the world has ever known, the private practice 
of medicine. 
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An Ethical Professional 


Service for Your Patients 
| Founded 1936 





Medical & Dental Finance Bureau, realizing the im- 
portance of maintaining the American principle of 
Freedom of Choice, strives to serve the doctor and his 


patient in an ethical and professional manner. 


Established in 1936, Medical & Dental Finance 
Bureau is designed to serve the Arizona doctor and 
his patient. With M & D the patient can budget his 
medical and dental bills in convenient monthly pay- 
ments at low bank interest. With M & D the doctor 
gets paid without recourse and his patient appre- 
ciates the consideration shown in suggesting the 
M & D Budget Plan for Health. 


For the complete M & D Story, call Mr. Gray or Mr. 
Vowles at ALpine 8-7758, Phoenix. In Tucson call 
Mr. Sherrill at MAin 3-9421. 


Hedisal 8 Daatal Hnanos Buran 


First Street at Willetta . Phoenix Al 8-7758 — 
507 Valley Nat’l. Bldg.-Tucson MA 3-9421 
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ARIZONA GIRL WINS AMA AWARD 





Miss Lillian M. Harris and Dwight H. Murray, M.v. 


ISS Lillian Margaret Harris, 17, a junior at 
Salpointe High School in Tucson, accepts her 
American Medical Association Honorable Men- 
tion citation and the congratulations of Dwight 
H. Murray, M.D., AMA president, for her exhibit 
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on “African Sleeping Sickness” displayed at the 
National Science Fair in Los Angeles, May 9-11. 

Her exhibit was one of four at the Fair select- 
ed by the special AMA judging committee as 
being among the best in the basic medical 
sciences, and the presentations were made at a 
banquet in the Biltmore Hotel given for the 600 
Fair participants by the American Medical Asso- 
ciation. 

Lillian won her trip to the Los Angeles com- 
petitions after being selected as a finalist in the 
Third Southern Arizona Regional Science Fair 
in Tucson earlier this year. The AMA awards 
are given at the National Science Fair as an en- 
couragement to talented high school students 
to enter the study of medicine. Lillian has al- 
ready planned to enter the University of Mexico 
to study medicine and hopes eventually to con- 
duct research in neurosurgery. She is the daugh- 
ter of Mrs. Matilde A. Harris of 1016 West 


Congress Street, Tucson. 

The National Science Fair, in which the AMA 
has participated for the second consecutive 
year, is sponsored by Science Clubs of America 
and is administered by Science Service, Wash- 
ington, D. C. 





‘~ 


w™ . 





Dr. L. Donald Fusco (right) receives certificate of merit from Dr. D. M. Nigro, Kansas City, Mo., President 
of UNICO, National Italian Service Organization (center) as Dr. Nicholas S. Vitle of St. Louis, Mo., UNICO 
National Vice President looks on. Award was presented at dinner at Paradise Racquet Club, Sunday, May 26. 
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AIR AMBULANCE AND CHARTER SERVICE 


Fast, safe transportation in modern accommodations 


Skilled pilot with many years experience 
Beechcraft with twin engines for added security 
Plenty of room and oxygen equipped 


Sanitary toilet facilities for your protection and comfort 
Phone AP 8-8541 


DYE MEDICAL AND OXYGEN SUPPLY CO. 


3332 W. McDowell Road 


Phoenix, Arizona 
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POISON CONTROL 
Doctor . . . If your next patient has accidentally 
swallowed “Nosiop,” and the container label 
says nothing about an ingredient or an antidote, 
what will you do? 

One thousand horrible deaths could be pre- 
vented annually in the United States by adequate 
poison control services. 

The first poison control center in the state 
was developed months ago under the auspices 
of the Maricopa County Medical Society at 2025 
N. Central Avenue in Phoenix (telephone AL 
8-6901). The second unit is now in operation at 
the Tucson Medical Center (telephone EA 
5-2661) in Tucson, Arizona. A state center for 
the collection of information on the toxic nature 
of poisonous substances and methods for treat- 
ing cases poisoned by them is planned for Ari- 
zona now. Located at the University of Arizona, 
it will serve the physicians of the state through 
poison control units in the emergency wards of 
co-operating and supporting hospitals strategic- 
ally located throughout the state. 

Ready reference file cards will be made avail- 
able by the center to supplement poison con- 
trol equipment and reagents available in the hos- 
pital on a 24-hour basis. These cards will con- 
tain information approved by medical authorities 
and will list trade names as well as poison in- 
gredients and their antidotes. Sources of this 
information: The national clearing house for 
poison control centers, medical journals and 
texts, and your reports on poison cases you en- 
counter. The latter will be collected on forms 
provided through the co-operating hospitals. 
Periodic information bulletins from the poison 
control information center at the university will 
be issued to the medical profession in the pages 
of the monthly journal, Arizona Medicine. Public 
education articles will be released to the lay 
press as appropriate. 

It is inconceivable that all questions regarding 
poisonings and treatments will be answerable 
immediately, but as the program grows and in- 
formation from within and outside the state is 
accumulated, more effective prevention and con- 
trol of poisoning is anticipated. 

The Tucson Women’s Club is making this 
program its community service project for 1957- 
58 and will be responsible for collecting approx- 
imately $5,000 to implement the first year’s 
service and for releasing educational poisoning 
prevention information to the public. The club 
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is co-operating with the Arizona Medical Asso- 

ciation, the Tucson Medical Center Auxiliary, 

and the University of Arizona in the initial 
stages of the program. 

Willis R. Brewer, Dean 

Pharmacy College 

University of Arizona 

for Poison Control Committee 


URANIUM MINER RESEARCH 
PROGRAM 


An attempt will be made to examine all uran- 
ium miners working in the Colorado Plateau 
area during the summer of 1957. Two U. S. Pub- 
lic Health Service medical teams, operating in 
trailers, will move from one mining district to 
another. A physician will examine the miners, a 
chest X-ray will be taken, and several laboratory 
tests, including blood and urine analyses, will be 
made. Two new laboratory tests, sputum cytol- 
ogy and bilobed lymphocyte counts, may be in- 
cluded in an attempt to evaluate their usefulness. 

This examination is part of several long-range 
scientific studies by the U. S. Public Health Serv- 
ice. These studies are designed to determine 
what effects, if any, working in various industries 
has on the health of the employees. The uranium 
mining industry was selected in 1950 as one of 
the industries to be studied. Since that time, 
periodic medical examinations have been offered 
to uranium miners. Each miner will be informed 
of any health problems found. His private phy- 
sician will also be notified. If any miner has a 
condition which requires treatment or further 
observation, he will be referred to his private 
physician. 

The United States Atomic Energy Commission 
and the state health departments of Colorado, 
Utah, New Mexico, and Arizona are co-operating 
in this study, which is being co-ordinated by 
Duncan Holaday of the. U. S. Public Health 
Service in Salt Lake City. Dr. Victor E. Archer, 
also of the Public Health Service in Salt Lake 
City, is in charge of the medical teams and of the 
follow-up work. 

Medical information obtained in past years 
by these examinations has proved useful to many 
miners and local physicians, and has provided an 
excellent base of knowledge which will be used 
by Public Health Service scientists in evaluating 
the medical findings of future examinations. Be- 
cause of the long latent period of chronic radia- 
tion effects, this study must continue for 10 to 
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20 years. Because of this long latent period, it 
is still too early to make any generalizations as 
to the health of uranium miners. 

One important phase of the study is the com- 
pilation of causes of death from death certifi- 
cates. The resulting data will, of course, be no 
better than the information recorded on death 
certificates. Because of the need of this study to 
learn of the existence of all serious pathology, 
and especially the need for precise determina- 
tion of the cause of death of all uranium miners, 
all physicians are urged to obtain autopsies on 
deceased uranium miners whenever possible. 


A GENERAL PRACTIONER LOOKS 
AT THE SMALL COMMUNITY 
HOSPITAL 
By MARTIN C. FLOHR, M.D. 
Williams, Arizona 


Pewerezscer years ago, a green intern 
from Washington, D. C. arrived in Phoenix to be 
a resident at St. Joseph’s Hospital. Since then, 
that M.D. has grown older in looks, has put on 
weight, and finally learned to enjoy life, and to 
practice a better brand of medicine. 

He has seen tremendous advances in medicine, 
in fact he feels that these have been the fastest 
advancing years in the history of medicine. You 
younger men try to imagine practicing without 
the sulfonamides, the antibiotics and the anti- 
histamines. Also look at the DPT vaccine, tet- 
anus toxoid, ion-exchange resins and most re- 
cently, the Salk vaccine for polio. 

There have been many changes in medicine, 
but I believe that one of the most important is 
the development and improvement of the small 
community hospital, and I would like to talk 
about how an admitted general practioner looks 
at them. 

Twenty-eight years ago, the two hospitals in 
Phoenix were just a little larger than community 
hospitals, not too well organized or department- 
ed staffed by a large number of GPs, most of 
them with a leaning toward some specialty, by 
self-ordination and self-acclaim, not by training. 
Very rare was the trained man in those days. 
Now the Valley is full of trained and certified 
specialists in all branches. The GP has been 
driven to a rear seat more and more. 

Since coming to Williams, I have noticed an 
enormous difference between the large hospital 
and the small community hospital. 

To me, the biggest difference is the interest 
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of the public in the workings and the affairs of 
the hospital. It is surprising, the questions and 
suggestions that come from people who would 
not be considered as ever thinking about the 
hospital. Here the hospital is closer to the gen- 
eral public. 

This community is proud of its hospital, which 
was factually built by the people with very little 
federal aid. In fact, in Williams, when the 
foundations were started, there were 90 men 
there with picks and shovels, such was the com- 
munity interest. Just recently, $20,000 was raised 
by popular subscriptions. Yes, the public ap- 
preciates the community hospital. 

In the small hospital, the physician is closer 
to the patient, closer to the nursing personnel 
and administration than in any larger hospital. 

The patients feel more at home and I cer- 
tainly feel that they get more personal attention 
than in the larger institutions. Just let the patient 
talk some time, and you will be surprised at 
some of the comparisons that are made with 
other hospitals, both large and small. 

The staff member in the community hospital 
is, to my mind, closer to the family doctor than 
in the large places. Here we know if the family 
has financial difficulties, if Papa is a drinker, if 
Mama has a boy friend, and all those usually 
hidden things that make care of a patient quite 
difficult because they are seldom revealed vol- 
untarily, unless there is an unusually close per- 
sonal relationship between the patient and the 
physician. 

The small hospital is on the spot, its work 
must be above reproach. In fact, indications for 
surgery, indications for instrumental interfer- 
ence in OB and in many medical cases, the care 
must be much more carefully worked out than 
in larger institutions where there is always some- 
one to fall back on in a pinch. Here the surgeon 
or the obstetrician is put on his mettle because 
all the responsibility is his. 

The surgeon must be certain of his indications 
for going in, the proper preparatory workup is 
a must, lab work is a must, but certainly not in 
excessive amounts. The surgeon must be able to 
cope with conditions as he finds them when he 
gets in. He must be prepared by training and 
knowledge to go in for a simple appendix and 
possibly find a Meckel’s diverticlum or even do 
a partial intestinal resection. Remember, this is 
all on his shoulders. He can’t yell for help and 
get it in a matter of minutes. 
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The obstetrician must watch his patient close- 
ly, observe her progress, and time his medica- 
tions so as not to cause foetal difficulty. He must 
know how, and especially when to interfere. 
Also when to say, “Let’s do a section.” With 
proper pre-natal care, which means observation 
of urine, weight and blood pressure of the 
mother, also size and position of the foetus, 
many difficult deliveries will be avoided. Avoid 
at all costs what De Lee called “meddlesome 
midwifery.” 

The obstetrician must be prepared to pick up 
an OB at any stage of pregnancy and carry it 
through to its conclusion in the best manner 
and to the happiest ending possible. 

The internist has a terrific load of the usual 
run of cases, the rare and unusual are not ordi- 
narily seen in these hospitals, but you must be 
prepared to diagnose anything from a common 
cold to tuberculosis and do it without too much 
expense. 

The small community hospital and its staff 
must be prepared to handle any type of medical, 
surgical or obstetrical emergency. Here along 
Highway 66 we have our share of automobile 
accidents with every conceivable injury. We see 
many people who became ill on a trip, maybe 
just a cold, or maybe a diarrhea or maybe TB 
or ruptured ulcers, frequently altitude effect on 
a weakened heart. 

We staff members don’t have a secretary to 
whom we can dictate our histories, phyicials 
and operative notes. We have to do all the work 
that is done in larger hospitals by interns and 
residents and for that reason we get closer to 
our patients and as a result, also, have a much 
heavier clerical load. 

Remember, we have to live with the people 
in our community and we have to look a family 
in the eye even if we get a poor result. We can’t 
duck them as is too often done in a city. We see 
them too often on the streets. 

The small community hospital is looked down 
upon by our sister institutions in the larger cities, 
also by the members of those staffs. In the 
older days, the small hospital in the outlying 
areas was usually a private affair owned by an 
M.D., with possibly a younger associate. Only 
too frequently these individuals were endowed 
with the guts of a brass monkey with the result 
that they were in disrepute. Now, however, there 
are many trained men who work in these smaller 
institutions by preference. They enjoy living in 
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a smaller community where the tempo of life is 
slower and where they can live a more nearly 
human life. I for one, certainly prefer the smaller 
town, where we can get away easier and relax 
and hope to live a longer and happier life. 

There is no reason today that the caliber of 
care rendered in the small community hospital 
should not be as good and frequently much more 
personal than that rendered in the larger hos- 
pital. We have the trained men who want to live 
in the smaller towns and who do excellent work. 

To consider just one facet of the difference in 
care rendered in a small community hospital 
and that in a larger institution, let us look at the 
care of fractures. 

We must admit that the best advertisement 
that a doctor has is a satisfactory patient. This 
means that the only advertising that the ortho- 
pod can do is satisfy the patient by a good result 
and by showing him or her a final x-ray of which 
he can say “See, the bone is straight, no bow- 
ing, no knots on it, it looks just like a normal 
bone.” This is a wonderful thing to be able to do, 
but it requires many more open reductions than 
can be safely done in a small community hos- 
pital. 

There are several reasons for this: 

1. The general surgeon hestitates to do an open 
reduction if it is possible to achieve a good result 
otherwise. He doesn’t want to get the reputation 
of “cutting on everybody.” 

2. With one operating room, the small com- 
munity hospital is at a disadvantage. One day 
it does an appendix, possibly ruptured, then 
tonsils, then a hernia, or a GB, or possibly a 
hysterectomy. All of these procedures are pos- 
sible sources of infection in the operating room. 
Also there is usually only one set of surgical 
instruments and one surgery crew. Also usually 
the same surgeon does them all. Thus, much 
chance of cross infection in surgery. 

3. Another difficulty is in possible cross infec- 
tion in the rooms, as there can be no definite 
separation of cases by space or time to insure no 
possible cross infection, and we all know that an 
infected open reduction is one of the surgeon’s 
worst headaches. 

Now what does the general surgeon in the 
small community hospital do? He does as few 
open reductions as he can. His chief thought is 
“function.” If the patient has an arm or leg that 
he can use without pain, even with some deform- 
ity, we feel that it is as good as a “cabinet 
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maker's result” with its much longer hospital 
stay and its attendant mounting.costs, with ad- 
ditional anesthetic and surgical risk. (Who can 
deny that there is such risk?) 

I have known many horsemen who were tops 
in their activities who had short legs, stiff knees 
and bowed legs that never had any pain or were 
in any way disturbed by a “non-cabinet maker's 
result.” It must be admitted that we small town 
folks are behind the eight-ball in these things, 
because so many of our patients get into the 
hands of out-of-state orthopods, who by a snort, 
a sniff, a raised eyebrow or even a “Who in the 
hell did. that?” lead these persons to cast doubt 
on the work that was done on them locally. 

With so many lawyers active and anxious to 
stir up malpractice suits, and with the big-town 
orthopods looking down their noses at us, we 
must be extremely careful in the work we do. 

Another facet of great importance in the small 
community hospital is the added responsibilities 
placed on the shoulders of the general surgeon. 

Consider the automobile accident case. He 
gets them with the road dirt, gravel and weeds 
still on them and usually in rather deep shock. 
His first efforts are to combat shock by stopping 
hemmorrhage, and treating with heat, stimulants 
and IVs. While this is being done, he considers 
the injuries, deciding what to do first and how 
to do it. Also which one of the patients should 
be treated first. 

Later, when the definitive treatment is started 
is when he is a man of many hats. He must be 
an orthopod—reduce the fracture, he must be a 
good neurologist—by determining the extent of 
the nerve involvment, he must be a vascular 
specialist—is this condition traumatic angio- 
spasm, venospasm or thrombosis? He must be a 
specialist in soft tissue damage. Consider the 
amputation. In determining the site of the op- 
eration in order to get the longest limb possible, 
all procedures to determine this by ganglionic 
blocks, nerve injection and nerve medications 
must be used, and used properly. 

The general surgeon does everything from 
minor lacerations to gastrectomies and removal 
of prostates, providing he is capable of doing 
these procedures by formal training and exper- 
ience. His cases in the small. community hos- 
pital are of the most varied character. Here he 
doesn’t have the orthopod, the urologist, the 
gynecologist and the neurologist to growl at him 
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and by staff direction turn these cases over to 
the appropriate sub-specialty of surgery. 

Yes, in the small community hospital, the gen- 
eral surgeon is a true general surgeon, and he 
must be of good training and experience to ren- 
der the best service to the public, himself and 
the medical profession. 

In closing, let me emphasize two things: 

1. Medical, surgical or obstetrical judgement. 
“When to go in—when not to go in—and when 
to back out.” 

2. Know your limitations, don’t attempt to do 
a procedure that you are not definitely capable 
of doing. 

If you emphasize these two things in the care 
of all your cases, you will sleep better at night 
and will be able to look at that face of yours 
when shaving in the morning and not be 
ashamed of it. 

Long live the small community hospital, and 
may it continue to render the high level of care 
that most of them are giving now. 


THE PHYSICIAN — 
COUNSELLOR ON NUTRITION 
By CLARENCE G. SALSBURY, M.D.° 

and MARTHA POLLARD** 


Bxaneizs of the effects of food habits that 
do no harm in a day or perhaps a week, but 
command a penalty with time are not hard to 
find in any community. This is an opinion ex- 
pressed by Charles Glen King, executive director 
of the Nutrition Foundation, Inc., and professor 
of chemistry, Columbia University. 

In this day of higher standards of living, im- 
provement in nutrient content of the national 
food supply, greater knowledge of nutrition, 
routine use of vitamin preparations and other 
food supplements, why need we be concerned 
about food habits? It may be just because of 
these seeming safeguards that complacency de- 
velops. Also widespread food misinformation, 
nutrition quackery, ballyhoo of door-to-door 
vitamin peddlers, and of some food advertising, 
tend to confuse many who lack sufficient scien- 
tific training to distinguish the true from the 
false. 

Teachers, public health nurses and nutrition- 
ists are all making an effort to educate children 
to know and to like recommended foods. They 
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also attempt to influence children to select foods 
considered necessary to meet their high nutri- 
tional needs. But the job of helping children 
develop sound food habits is not one for any 
single professional group. It requires the best 
efforts of physicians, dentists, psychologists, 
nurses, teachers, nutritionists and all allied 
groups concerned with the health of children. 

The private physician can be one of the most 
influential counsellors on nutrition. This is a 
plea to him to take advantage of the trust and 
confidence placed in him to help his young 
patients build good food habits. 

The infant’s diet is, on the whole, carefully 
supervised. This is probably true, for the most 
part, of the first several years. As children grow 
older, studies show that food habits become 
progressively worse until in adolescence, poorly 
chosen between-meal snacks and skimpy or 
skipped meals constitute one more problem of 
this age group. According to Dr. J. A. Johnston 
of the Henry Ford Hospital, the infant seems to 
have some sense in selecting foods to meet his 
needs. But somewhere along the line to adoles- 
cence, such instincts as the baby may have had 
become blunted, and undesirable food habits 
develop for which the adults in his life may be 
responsible. 

In one recent survey, diet records were eval- 
uated for approximately 60,000 school children 
in 38 states. Analysis of the records indicated 
33 per cent of the diets to be good, 27 per cent 
fair and 40 per cent poor. Evaluated according 
to region, the Southwest makes the poorest show- 
ing with 21 per cent of the diets rating good, 24 
per cent fair, and 55 per cent poor. Granted 
that Arizona does not constitute the whole of the 
Southwest, a few surveys of children’s diets as 
well as experience in well child conferences and 
clinics indicate that the situation here is no 
better. 

Feeding problems often have their beginnings 
in early infancy. Sometimes over-zealous mothers 
resort to force, either overt or obvious to induce 
a baby or young child to eat a food the doctor 
said he could have now. Public health nurses 
and nutritionists are frequently asked, “How 
can I make my children eat vegetables?” It 
could be that we failed to give these parents 
sufficiently detailed instructions when vege- 
tables were first introduced. One mother report- 
ed that her six-month-old baby would not eat 
his green beans. When questioned about how 
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much she tried to feed him, the answer was “A 
half cup.” 

Perhaps we assume that parents know more 
than they actually do about what children need 
for healthy growth. Many parents know little or 
nothing of even fundamentals of child feeding, 
care and training. They are ignorant of what is 
considered an adequate diet for children. Too 
many are unaware of the importance of other 
factors involved in nutrition, such as regular 
meals, early and regular bedtimes, and a suit- 
able amount of outdoor play with other chil- 
dren. If Tommy won't eat, are these and possible 
emotional disturbances considered, or are vita- 
mins prescribed before first trying to determine 
the cause? 

Dentists in general disapprove of concentrated 
sweets, especially between meals. The wide- 
spread incidence of dental caries among chil- 
dren suggests the need for nutrition education. 
And yet, even though “empty calories” are ob- 
jectionable for other reasons, sweets continue 
to hold a place of special favor among foods. 
Sweets are offered by fond relatives as rewards, 
or bribes, or consolation, or to buy affection. 
Can that lollipop given after a “shot” really be 
meant to sooth injured feelings, or to buy favor 
for “Doc?” If a reward is in order, wouldn't a 
toy balloon serve the purpose just as well as 
candy? 

Another common treat is the soft drink. Soda 
pop with its sugar and carbonic acid has been 
implicated among the causes of dental caries. 
Parents are sometimes seen sharing a bottle of 
Coke with an infant in arms. Yet they are indig- 
nant when asked whether the baby is ever 
allowed coffee, and quite surprised on being 
told that caffein is common to both. The under- 
standable defense is that the doctor prescribed 
the drink when the child was sick. If the doctor 
prescribed it, it can’t be harmful. Would it be 
too much for “Doc” to explain that it is pre- 
scribed for a specific purpose in a special condi- 
tion? 

Are parents prepared for the normal periodic 
losses of appetite? If not, they quite naturally 
worry. Anxiety may lead to forcing, resulting in 
refusal to take food even when hungry, and other 
problems. If a child refuses several meals in suc- 
cession, are parents helped in locating the real 
reason, or are vitamins administered just on 
general principles? 

Many adults have poor eating habits. Is this 
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considered when a mother complains about her 
child? Undesirable nutrition practices pass from 
one generation to the next. When parents break- 
fast on coffee and sweet rolls, or nothing, their 
children can’t be expected to show great enthus- 
iasm for fruit, cereal and milk. 

There is still much to be learned in the field 
of nutrition. However, “there is enough knowl- 
edge now available to help in building a better 
generation of people with better grown, better 
developed bodies, greater resistance to infection, 
and, in general, more vigorous more efficient and 
longer-lived if the knowledge we now possess 
could only be incorporated into the living of the 
great masses of our people—particularly of the 
children.”* 

Parents deserve the best scientific advice and 
all the help we can give to guide them in rear- 
ing healthy children. 
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USPHS LAUNCHES NATIONWIDE 
HEALTH SURVEY 


A new national health survey is being instigated 
by the U. S. Public Health Service, according 
to AMA’s Council on Medical Service. The coun- 
cil reports that a household interview survey is 
being conducted in 330 sampling areas through- 
out the country. Legislation enacted during the 
last session of congress authorized the surgeon 
general of the USPHS to make surveys and 
special studies of the United States population 
to determine the extent of illness and disability 
and related information. 

The council stated that the American Medical 
Association supported this legislation while 
cautioning that any survey in this area should be 
conducted in such a manner that all interested 
parties can agree substantially with its con- 
clusions. 

Facts to be collected include statistics on the 
number, age, sex, and other personal character- 
istics of persons suffering from diesases, injuries, 
or handicapping conditions; the length of time 
that these people have been prevented from 
carrying on their usual activities, and whether 
or not the conditions have had medical atten- 
tion. The last survey of this nature was conduct- 
ed 20 years ago. 

The council also announced that the household 
interview phase of the survey is to be a continu- 
ing study for an indefinite period of time. Field 
work will be handled by the Bureau of the Cen- 
sus for the USPHS, following primary sampling 
units already established in counties, parts of 
counties, combinations of counties, or metro- 
politan areas. At least one sampling unit is lo- 
cated in every state. 


AMERICAN COLLEGE OF 
CHEST PHYSICIANS 


le the anuual meeting of the Arizona Chapter 
of the American College of Chest Physicians, 
held in Yuma, Arizona, on April 12, 1957, the 
followin gofficers were elected: President, D. 
W. Melick, Phoenix; Vice President, William B. 
Steen, Tucson; Secretary-Treasurer, Bertram L. 
Snyder, Phoenix. 
























Vol. 14, No.7 ARIZONA MEDICINE 433 


NEW 





WASTED 


Youngsters really go for the taste-true orange flavor of 
ACHROMYCIN V Syrup. But this new syrup offers more than 
“lip-service” to your junior patients. It provides the new 
benefits of RAPID-ACTING, phosphate-buffered ACHROMYCIN V— 


a fa s r er. accelerated absorption in the gastrointestinal tract 
_ 
earlier, higher peaks of concentration in body tissue and fluid 
2 quicker control of a wide variety of infections 
acting 


unsurpassed true broad-spectrum action 
minimal side effects 
well-tolerated by patients of all ages 


oral 


fi or m ACHROMYCIN V SYRUP: aqueous, ready-to-use, freely 
miscible. 125 mg. tetracycline per 5 cc. teaspoonful 
phosphate-buffered. 





DOSAGE: 6-7 mg. per lb. of body weight per day. 


"Reg. U. S. Pat. Off. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK a> 


ARIZONA 


434 
HEALTH INSURANCE 


W ITH the advance of medical science and the 
greater accessibility of medical services, medical 
costs, and even the incidence of diseases may 
increase rather than decrease, Dr. David B. All- 
man of Atlantic City, N. J., president of the 
American Medical Association declared. 

In an address before the annual meeting of the 
Health Insurance Association of America, at the 
Sheraton-Park Hotel, Dr. Allman said the future 
extent and cost of illness will depend on many 
factors. “The advance of medical science,” he de- 
clared, “will create new diagnostic and therapeu- 
tic methods not now foreseen. New drugs will be 
developed whose effects on the course of human 
disease will equal or exceed today’s ‘wonder’ 
drugs. The prolongation of life will increase 
those diseases of senescence which can be pal- 
liated, but not cured. The chronic diseases of 
aging will increase.” 

The New Jersey surgeon added: “Ancillary 
health services—especially in technical fields like 
chemistry, physics, biology, and others—will in- 
duce rapid changes in the incidence of disease.” 
Dr. Allman said “the advance of medical science, 
and the improved accessibility of medical serv- 
ice, may in fact increase the totality of disease 
and the cost of diagnosing and treating it.” 

Dr. Allman told the health insurance execu- 
tives that these problems must be met by 
changes in prepayment and insurance mecha- 
nisms that permit a reasonable degree of respon- 
sibility to be assumed by the patient. 

The speaker stated that in those health in- 
surance mechanisms in which the patient him- 
self does not assume a portion of the financial 
cost, someone else must do it. “It is not without 
significance that the Blue Cross Commission and 
the American Hospital Association testifield in 
favor of this administration’s health reinsurance 
bill that properly was buried in committee,” he 
continued. “It can be expected that as hospital 
rates continue to rise at an anticipated rate of 
5 per cent per year, the pressure for increased 
Blue Cross premiums must also increase. Under 
these circumstances, it would not be surprising 
if the Blue Cross sought government subsidy 
even more vigorously.” 

From every point of view, Dr. Allman said, 
the development of major hospital and medical 
expense insurance has been one of the most en- 
couraging incidents in the history of health in- 
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surance. He declared he was convinced that the 
vast majority of physicians will co-operate whole- 
heartedly in the sense of maintaining equitable 
fees so that the promotion of this type of in- 
surance will not be impeded. The speaker urged 
insurance companies to step up their program 
of physician-relations so that physicians can fully 
understand the relation between fees and the 
saleability of major medical insurance. 

Summing up the role and responsibility of 
medicine, in the financing of health care costs, 
Dr. Allman declared that in an economic sense, 
medicine seeks a price for its service at such a 
level that its services can be purchased by the 
public through reasonable financing mechanisms 
that do not adversely affect the quality of care 
rendered. From a social viewpoint, he said the 
physician must oppose any financing mechanism 
that is a step toward the socialization of the 
economy. Politically and legislatively, Dr. All- 
man pointed out, the physician will oppose gov- 
ernment programs that assume the responsibility 
for financing health care costs that are properly 
and most wisely the obligation and responsibility 
of individuals. 

“In a word,” said the speaker, “the physician 
will support or oppose any program for the fi- 
nancing of health care costs depending on the 
effect of that program on the quality of the serv- 
ice the physician renders. So long as the in- 
surance you promote,” he told the insurance 
company executives, “is consistent with the 
maintenance of high quality medical care, you 
can be assured that medicine will support you.” 

The Health Insurance Association of America 
is a trade association of 255 insurance companies 
in the United States and Canada, representing 
more than 80 per cent of the health insurance 
handled by insurance companies in the country. 
More than 60 million persons today are protected 
by health insurance policies written by insurance 
companies. 


MAJOR MEDICAL EXPENSE 
INSURANCE 


Tox “uncertainty” of the cost of medical care 
may be a greater concern to the American public 
than the actual cost itself, James Andrews Jr., 
director of health insurance of the Life Insurance 
Association, and vice chairman of the Health 
Insurance Council, told the Ohio State Surgical 
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Association at its annual meeting in Columbus, 
Ohio, May 13. 

Mr. Andrews urged members of the medical 
profession to keep patients informed “to the 
extent possible” on what medical service will 
cost them, so that they may “make their in- 
surance arrangements accordingly.” In this con- 
nection he cited the recommendation of the Cal- 
ifornia Medical Association that individual doc- 
tors post fee schedules in their office. He noted 
also the development in California of a relative 
scale of surgical values whereby each doctor, 
using his own dollar standard, will have “rela- 
tively the same scale of surgical values as every 
other doctor.” 

The speaker pointed out that the elimination 
of surgical schedules under major medical ex- 
pense insurance—utilizing instead the contractual 
provision to pay any “reasonable or necessary 
charge”—underscores the desirability for “guide- 
posts” in predicting medical expenses. 

Basing his observation on past experience, Mr. 
Andrews expressed confidence that physicians’ 
fees and charges will not be determined by the 
presence of insurance, but rather by appropriate 
“variations in medical care” established by the 
economic circumstances of the patient and the 
skill, speciality and overhead of the providers of 
service. 

“Practitioners should recognize the fact,” the 
speaker emphasized, “that insurance does not 
increase the ability of the patient to pay. The 
entire insured population is merely using its 
total existing capacity to pay to balance out 
among themselves the hills and valleys of med- 
ical care expenses. If the doctor raises his fees 
because of the presence of insurance, he can well 
defeat the entire insurance process.” 

Mr. Andrews explained that the incurring of 
unnecessary expense by the individual is con- 
trolled under major medical expense’ insurance 
through a deductible feature and co-insurance 
clause. “The small, regularly recurring ex- 
penses,” he stated, “should not be insured.” 

Pointing out that the policyholder would be 
“trading dollars with the insurance company, 
and the company would be taking out necessary 
overhead as the money passes through their 
hands,” he added: “I think any family can as- 
sume that they may have as much as $100 worth 
of medical care in a given year, with variations 
one way or the other, according to the number 
of dependents of the breadwinner.” 
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Major medical insurance—providing benefits 
up to $5,000, $7,500 or $10,000—protects against 
almost all types of medical expense, both in and 
out of the hospital, and including such costly 
items as special duty nursing costs and charges 
for drugs. The deductible provision eliminates 
small claims, and, therefore, the disproportionate 
administrative expense associated with them. 
Under the co-insurance clause, the company pays 
75 per cent or more of the expenses of treatment 
up to the benefit limit of the insurance. 

Mr. Andrews declared that there are a “num- 
ber of influences” affecting the development of 
major medical, and, “in a sense holding it back.” 
He cited in this regard the reluctance of some 
unions and employers to endorse this type of 
coverage as a fringe benefit, attributing it in the 
former case to a preference for full payment pro- 
tection. In the case of the employer, he is “used 
to his old type of coverage,” Mr. Andrews ex- 
plained. 

Despite these deterrent factors, the number 
of people holding major medical expense in- 
surance policies doubled during the past year, 
the speaker pointed out, and have now “reached 
the 10-million mark.” 


BLUE SHIELD AND THE 
MEDICAL SOCIETY 


Bvenr doctor has a personal responsibility for 
the success of his Blue Shield plan, and a direct 
opportunity to take part in its control. For the 
first, basic requisite of any nonprofit prepayment 
plan that wants to use the name and symbol 
“Blue Shield,” is that the plan be formally and 
continuously approved by the state and county 
medical societies in its ared of operation. 

Another requirement, no less basic, is that a 
Blue Shield plan’s medical policies and schedules 
of payment be determined by physicians. 

Blue Shield is in fact our own chosen mech- 
anism for making our services more readily avail- 
able, through prepayment, to our patients. 

As such, one would expect the relations be- 
tween all Blue Shield plans and their sponsoring 
medical societies to be as intimate and under- 
standing as between the members of any well- 
run family. 

A recent survey conducted jointly by the pub- 
lic relations department of the AMA and the 
professional relations staff of Blue Shield med- 
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ical care plans indicates that relationships be- 
tween the plans and their local medical societies 
in general are excellent, and they have improved 
most notably in the last few years. 

Similar questionnaires sent simultaneously to 
the plans and medical societies brought prompt 
responses from 75 per cent of the plans and 78 
per cent of the societies. Of these respondents, 
94 per cent of the plans and 89 per cent of the 
medical societies reported good or excellent rela- 
tions with one another. The interesting fact that 
in three cases, the plans though their relations 
with the medical society were excellent while the 
society reported them to be poor, and in three 
other cases, the contrasting opinions were re- 
versed, only proves that we are dealing with 
people. 

When this questionnaire probed a little deeper 
into the specific character and methods of liai- 
son, however, it revealed some sizable areas of 
weakness and some attractive opportunities for 
improvement. 

For example, only 51 per cent of the respond- 
ing plans and 58 per cent of the medical societies 
reported that they maintain “a specific liaison 
committee” between them. That some of these 
committees have not exactly rendered conspic- 
ious service is suggested by the fact that in six 
cases, the plan and the medical society disagreed 
as to the every existence of a liaison committee 
between them. As might be expected, there was 
a strong correlation between the areas where 
liaison committees are operating, and the areas 
where the mutual relations are of the best. 

Other specific questions related to jointly 
sponsored meetings for doctors’ office assistants; 
the inclusion of Blue Shield information in the 
medical society’s orientation program for new 
members; the setting up of co-operative mech- 
anisms for the use of medical society mediation 
committees to handle patient complaints; and 
jointly sponsored indoctrination programs for 
medical students, interns and residents. In each 
of these areas of potential co-operation, a major- 
ity or a very sizable minority of the respondents 
reported no action as yet. 

If the American doctor needs Blue Shield, it 
is equally true—if not more so—that Blue Shield 
needs the American doctor. Without his guid- 
ance, Blue Shield might become something quite 
different from what the profession wants it to be. 
Without the doctor's support and active partici- 
pation, there would not even be a Blue Shield. 
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| BOARD OF MEDICAL EXAMINERS 
STATE OF ARIZONA 


| 826 Security Building | 
| Phoenix, Arizona | 


The Board of Medical Examiners of the 
State of Arizona at a regular meeting held 
Saturday, April 20, 1957, issued certificates 
to practice medicine and surgery in this state 
to the following doctors of medicine: 

Alexander, Theodore O., Safford, Arizona; | 
Blustein, Herman, Arizona State Hospital, 

| Phoenix, Arizona; Carriker, Frederick R., 1430 
N. 5th Street, Phoenix, Arizona; Champaign, 
S. Delos, El Coronado Shop, Sierra Vista, 

Arizona; Cohen, Martin, 1832 8th Ave., Yuma, 
Arizona; Collings, Thomas S., 6029 Rose Cir- ! 

cle Drive, Phoenix, Arizona; Donoghey, | 

Charles J., 603 N. Travis, Sherman, Texas. 
Eddy, Warren D., Jr., 7021 N. Taos Place, | 

Tucson, Arizona; Erman, Seneca L., Indian 

Hospital, Tuba City, Arizona; Estes, Hubert | 

R., 6611 Travis Street, Houston 25, Texas; 

Ferry, John D., 250 N. Water Street, Decatur, | 

Illinois; Goodrich, Frank H., 1603 N. Tucson 

Blvd., Tucson, Arizona; Guarino, Christopher 

A., 744 N. Country Club Road, Tucson, Ari- 

zona. 

Hagerman, Ralph D., 521 W. Glenrosa, 
Phoenix, Arizona; Hanauer, Samuel M., 618 
Bondi Bldg., Galesburg, Illinois; Karp, Leon 
| M., Magma Hospital, Superior, Arizona; La- | 
Master, Hugh, Box 1676, Clifton, Arizona; 
Lofdahl, Charles M., 1921 W. 109th St., Los | 
| Angeles 47, Calif. | 

Lopez-Plascencia, Jose G., Maricopa County 

| Hospital, Phoenix, Arizona; Lowell, Edward 
J., 1612 Tremont Place, Denver 2, Colorado; 
MacLean, Donald B., 878 Second, Muskegon, | 
Michigan; Plum, George E., 1603 N. Tucson 
Blvd., Tucson, Arizona. | 

Price, Hermon T., Jr., Pima County Hos- 
pital, Tucson, Arizona; Simons, Bernard W., | 
Jr., 81 Palmdale Avenue, Dale City, Califor- 
nia; Straub, Daniel L., San Manuel Hospital, 
San Manuel, Arizona; Tammen, Henry, 44517 
Leatherwood Ave., Lancaster, Calif.; Tedford, 
Jack M., 39 West Maryland, Phoenix, Arizona; | 
Weeks, Byron T., 130 S. Scott Street, Tucson, 
Arizona. 
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NATION’S FAMILY DOCTORS 
SUPPORT BELEAGUERED 
BRITISH COLLEAGUES 


A wenican family doctors lined up solidly 
behind their colleagues across the sea. British 
physicians, -caught between spiraling costs and 
the ministry of health’s refusal to grant a prom- 
ised salary increase, are currently threatening 
to resign from the National Health Service. 

Pointing out that the British medical care plan 
has failed miserably and put medicine on a mass 
production basis, the American Academy of Gen- 
eral Practice today urged British family doctors 
and specialists to resign from the NHS. The 
statement, issued at the Kansas City headquart- 
ers office, came from Dr. Floyd C. Bratt, 
Rochester, N. Y., chairman of the academy’s 
Commission on Public Policy. 

In 1951, the NHS arbitrarily decided that all 
family doctors should earn the equivalent of 
$6,200 a year. Since then, the cost of labor has 
risen 35 per cent and the doctors want a more 
modest 24 per cent increase. They have been 
offered a token 5 per cent. 

Reports that British physicians are planning 
to strike are misleading, Dr. Bratt pointed out. 
The doctors do not plan to strike. Instead, they 
simply plan to resign from the NHS. This would 
mean a return to fee-for-service care. Instead 
of billing the government, doctors would bill 
each patient. 

“Physicians and patients in this country should 
remember that a person requiring medical care 
can’t be put on an endless belt and treated like 
a production line item. He needs individualized 
care and treatment. This is impossible when the 
doctor’s waiting room is overflowing with peo- 
ple who don't really need a doctor and are only 
there because it’s free,” Dr. Bratt said. 

“Under the British system, the doctor is sup- 
posedly free to decide how many patients he 
can treat. In practice, this is a myth. If the doc- 
tor doesn’t push patients out the door, he can’t 
earn enough to pay his expenses,” he added. 

Dr. Bratt pointed out that the British physician 
can’t afford to spend more than six minutes with 
each patient. In this time, he is expected to 
examine the patient, make an accurate diagnosis, 
and discuss subsequent care and treatment. 

“British doctors are now convinced that they 
can’t trust the NHS. It makes promises and re- 
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fuses to keep them. I am convinced that the NHS 
can be held responsible for the confusion that 
exists today. A more serious consequence has 
been lower medical care standards,” Dr. Bratt 
said. 

“We can be grateful that we can still select 
our own doctor and rely upon him to provide 
the finest medical care today available in any 
part of the world,” Dr. Bratt concluded. 


INTERNATIONAL COLLEGE OF 
SURGEONS ANNOUNCES AWARDS 
IN OBSTETRICS & GYNECOLOGY 


Tne Division of Obstetrics and Gynecology of 
the United States Section, International College 
of Surgeons, announced that two awards will be 
made for the best manuscripts not exceeding 
5,000 words submitted by Dec. 1, 1957. The 
first prize will be $500 and the second $300. 

Contestants must hold the degree of Doctor 
of Medicine from an accredited college of medi- 
cine, and (1) be interns, residents or graduate 
students in obstetrics and gynecology, or (2) be 
teachers of obstetrics and gynecology. Fellows 
of the college are not eligible. 

-The two successful candidates will be asked 
to participate in the scientific program of the 
Division of Obstetrics and Gynecology at the 
1958 annual congress of the United States and 
Canadian Sections, International College of 
Surgeons. 

Details of the contest and the forms in which 
the manuscript must be submitted may be ob- 
tained by writing Dr. Harvey A. Gollin, secretary 
of the Committee on Prizes, 55 East Washington 
Street, Chicago 2, IIl. 

“The purpose of this contest is to advance the 
art and science of obstetrics and gynecology, in 
accord with the principles of the International 
College of Surgeons and with the aims of the 
college to extend the frontiers and elevate the 
standards of all branches of surgery,” Dr. Ray- 
mond J. Pieri of Syracuse, N. Y., chairman of the 
Committee on Prizes, said. 


AMERICAN PSYCHIATRIC 
ASSOCIATION 


Dear Doctor: 

We are pleased to announce to the medical 
profession that the American Psychiatric Asso- 
ciation has set up a project to study ways by 
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which a greater understanding of phychiatry 
can be conveyed to physicians in general prac- 
tice. The project has been made possible by a 
grant from the National Committee Against 
Mental Illness. 

The project will be administered at the central 
office of the American Psychiatric Association 
under the medical director. Dr. Charles E. 
Goshen will be the project director. Dr. Warren 
C. Johnson, assistant to the medical director, will 
also contribute to the work. A liaison committee 
with the American Academy of General Practice 
will serve the project in an advisory capacity. 
This committee comprises, for the APA, Dr. 
Robert A. Matthews, Harrisburg, Pa.; chairman; 
Dr. Merritt W. Foster, Jr., Richmond, Va., Dr. 
Morris Herman, New York City, Dr. Frank H. 
Luton, Nashville, Tenn., Dr. Phineas J. Sparer, 
Memphis, Tenn.; and for the AAGP, Dr. Andrew 
S. Tomb, Victoria, Texas, chairman; Dr. E. Irv- 
ing Baumgartner, Oakland, Md., Dr. Lawrence 
E. Drewrey, Camden, Ark., Dr. I. Phillips Froh- 
man, Washington, D. C., and Dr. Richard H. 
Gwartney, San Bernardino, Calif. 

The liaison committee has proposed that the 
general urgent need for expanding psychiatric 
services in communities throughout the nation 
can most readily and practicably be met by 
general practitioners if they can be armed with 
appropriate basic knowledge of psychiatric 
skills and practices. Ways must be explored to 
accomplish this—by setting up model post-grad- 
uate courses, developing standards for training, 
training films, course materials, and above all 
a broad promotional effort which will stimulate 
the general pratitioner’s interest in phychiatry 
and community action in this area. 

We shall need your co-operation in this pro- 
gram. At the outset we would much appreciate 
word from you concerning experience you have 
had in psychiatric education work with general 
practitioners, and what you and your organiza- 
tion would like to see developed along this line. 

. DANIEL BLAIN, M.D. 
Medical Director 

1785 Massachussets Ave., N. W. 
Washington, D. C. 


PROFESSIONAL LIABILITY FILM 
AVAILABLE 


A new dramatic film pointing up ways of pre- 
venting professional liability claims and suits 


MEDICINE July, 1957 
is available for médical society meetings. This 
new film titled, “The Doctor Defendant,” is the 
second in a-series of films on various medicolegal 
problems being produced by the William S. Mer- 
rill pharmaceutical company in co-operation with 
the American Medical Association and the Amer- 
ican Bar Association. Bookings may be arranged 
through AMA’s film library. 


NEW “AMA IN ACTION” BOOKLET 


An attractive new booklet describing “AMA in 
Action” as it moves ahead toward better medi- 
cine, better patient care, better distribution of 
medical . services, better informed public, and 
better public health was off the presses in June. 
This 44-page, illustrated pamphlet points out 
various AMA services for physician-members 
and the public and lists benefits to both the 
medical profession and the general public. 
Copies of “AMA in Action” will be sent to AMA 
officers, trustees and delegates, national opinion 
leaders, medical schools, and pharmaceutical 
representatives. In addition, limited quantities 
will be made available to state and county medi- 
cal societies for distribution to their key officials. 





Do You Realize 
the time required for you or your secretary to per- 
form the seemingly simple task of making an air 
reservation and securing the airplane ticket? 


How Much Time 


do you lose each year in making travel arrangements 
because of the complexity of travel? 


You Could Save 


this time and more by using our services for all your 
travel needs. 


With One Phone Call 


our staff is working for you 


At No Extra Cost 


for air, steamship, bus, rail, hotel, ranch or resort 
reservations; tours, cruises or independent travel, 
both domestic or foreign; for travel to CONVEN- 
TIONS, CONFERENCES, CLINICS or just plain travel 
from “TEMPE to TIMBUCTOO.” Oh, Yes, we deliver 
all travel arrangements to your office or home, Free 
of Charge. 


Try us the next time you travel. 


In Travel as in Medicine, 
EXPERIENCE COUNTS 


CAHILL 
WORLD TRAVEL SERVICE 


1512 N. Central Avenue — AL 3-6157 
Goldwaters — Park Central — CR 4-1778 
Phoenix, Arizona 


Travel Specialists since 1944 
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DR. LEWIS H. HOWARD, 
HEALTH CHIEF, DIES 


De. LEWIS Hoagland Howard, Tucson-Pima 
health officer for 24 years, died suddenly April 
6, 1957 after being taken to a hospital. He was 
62. 

Dr. Howard, who came to Tucson in 1924 
after suffering a health breakdown caused by 
mustard gas in World War I, fell seriously ill 
again in March 1954. He remained in his office 
in an advisory capacity, until the time of his 
death, under Dr. Esther M. Closson, present 
county health officer. 

The health troubles of the physician and civic 
leader here began near World War I allied front 
lines. Working around the clock on wounded 
men carried in from the trenches reeking of 
mustard gas, Dr. Howard had no time to protect 
himself from breathing the vapor. 

Dr. Howard was graduated with highest 
honors from the University of Maryland Medi- 
cal College in 1916. He served his internship at 
Baltimore’s Mercy Hospital. 

In the next four years, he changed his plans 
twice. He had planned to enter private practice 
for a few years, then branch into diseases of 
children. The United States entered World War 
I, however, and he became a front-line surgeon. 
He performed emergency surgery with the tank 
corps under the late Gen. George S. Patton, then 
a major. 

After the gassing, hospitalization and dis- 
charge, Dr. Howard changed his plans again. He 
decided to make army surgery his career. The 
army turned him down. 

He went to a small West Virginia town where 
his father, a Methodist minister, had a church, 
and opened his private practice. There in 1920 
he married his wife, Hannah, who survives him. 

In 1924 his health broke completely. Doctor 
friends corroborated his own diagnosis—tuber- 
culosis, as a direct result of the inhalation of gas 
in France. 

The Howards came to Tucson. Six years of 
careful living, complete rest and inactivity here 
arrested his tuberculosis. 

The city decided it needed a health officer. 
Dr. Howard accepted the position. 

Three months after he took the city job, he 
accepted a similar position with the county. This 


ARIZONA MEDICINE 


439 


set-up led to the dual city-county operation, 
which was in effect for many years. 

The new department accomplished many not- 
able things in public health, on a trial-and-error 
basis, since there was no pattern to follow in the 
West. 

For example, Dr. Howard was instrumental in 
having the American Legion bring into the state 
mobile chest X-ray equipment. Dr. Howard's 
clinics, prenatal, well-baby, sick-baby, venereal 
disease and tuberculosis, have been widely 
copied. 

He was proudest of his role in lowering the 
county infant mortality rate. The infant mortal- 
ity rate is about one-eighth of what is was 20 
years ago. 

The Delaware-born physician held office in 
the American Legion, Masonic lodge, Ameri- 
can Medical Association and American Public 
Health Association. He was active in all phases 
of civic-social activity. He received further ed- 
ucation in public health at the University of 
California in 1939. 





You know those rare days when 
everything clicks? Air smells 
good. Food tastes terrific. Even 
the old face looks good in the 
mirror. Today can be that kind 
of day. Call your doctor for a 
thorough medical checkup for 
cancer. Then write out a check 
—a nice fat one—and send it to 
“Cancer,” in care of your local 
Post Office. 


AMEnICAN CANCER SOCIETY 
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11TH GENERAL ASSEMBLY WMA 
ISTANBUL 

HE world’s “oldest and newest city”—Istanbul, 
Turkey—will welcome the 11th general assembly, 
WMA, Sept. 29 to Oct. 5, 1957. Your member- 
ship in the U. S. Committee of WMA makes you 
eligible to attend as an official observer. Two 
official tours, one “around the world” and the 
other through Middle Eastern countries are 
available to those who are interested in extend- 
ing their visit beyond Turkey. 
AMERICAN HEART ASSOCIATION 

The annual meeting, Oct. 25 through 29, 
1957, and the 30th scientific sessions commem- 
orating the tercentenary of William Harvey, 
Chicago, Illinois. 

11TH ANNUAL POSTGRADUATE 

ASSEMBLY 

San Diego Postgraduate Assembly, San Diego 
County Hospital, San Diego, Calif., Sept. 18 and 
19. J. Haddon A. Peck, Jr., M.D., 525 Hawthorn 
Street, San Diego 1, Calif. 
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CANCER SEMINAR 

The 1958 Cancer Seminar, Tucson Inn, Tuc- 
son, Arizona, Jan. 23, 24 and 25. Guest speakers: 
Dr. J. Barrett Brown, plastic surgeon, Barnes 
Hospital, St. Louis, Mo.; Dr. A. N. Arneson, 
oncological gynecologist, St. Louis, Mo.; Dr. Ian 
Macdonald, oncological surgeon, Los Angeles, 
Calif.; Dr. Ross Golden, radiologist, Los Angeles, 
Calif.; Dr. C. F. Lehman, dermatologist, San 
Antonio, Texas; Dr. Arthur Purdy Stout, pathol- 
ogist, New York; Mr. E. Dale Trout, physicist, 
General Electric Corporation. 


MEDICAL EQUIPMENT SERVICE 


THE ARIZONA MEDICAL EQUIPMENT 
& SERVICE CO. 
All Types And Makes Of Medical & Scientific Apparatus 
Repaired 
Majority of all repair parts in stock and immediately available. 
1005-B N. 7th Street, Phoenix, AL 3-9155 or CR 4-4171 











MEDICAL SUPPLY DIRECTORY 





Arizona Medical Supply Co., Inc. 
Phone 3-7581 
1027 E. Broadway — Tucson, Arizona 
Verna E. Yocum, Pres. George F. Dyer, V. Pres. 
M. O. Kerfoot, Sec. 





for “the butterfly stomach” 
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Pavatrine’ with Phenobarbital 


125 mg. 


15mg. 


e is an effective dual antispasmodic 


e combining musculotropic and neurotropic action 
with mild central nervous system sedation. 


dosage: one 
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The Case History in this discussion is selected 
from the Case Records of the Massachusetts Gen- 
eral Hospital, and reprinted from the New England 
Journal of Medicine. The discussant under Differ- 
ential Diagnosis is a member of the staff of the 
Massachusetts General Hospital. The other dis- 
cussants are members of the Phoenix Clinical Club. 











MASSACHUSETTS GENERAL 
HOSPITAL 


PRESENTATION OF CASE 41351 


{i 59-year-old woman entered the hospital be- 
cause of jaundice. 

Seven months before admission after her hus- 
band died of a “heart attack,” the patient be- 
came depressed, lost her appetite and began to 
lose weight. Two and a half months before ad- 
mission, Thorazine (chlorpromazine) was pre- 
scribed and was taken by mouth for approxi- 
mately two weeks. The dosage was not known, 
but the patient had consumed about 60 pills. In 
the ensuing weeks dark urine, light stools, and 
eventually jaundice developed. These signs were 
not- accompanied by pain, discomfort, nausea; 
vomiting or increased anorexia. She was ad- 
mitted to another hospital, where a diagnosis 
of hepatitis was made, and she was sent home on 
a high-protein, high-carbohydrate diet. Weight 
loss continued (25 pounds in the eight months 
before admission); jaundice fluctuated in inten- 
sity, but never completely cleared; the urine be- 
came lighter, and the stools darker. Marked 
pruritus accompanied the jaundice. 

Three years previously, the patient had had an 
attack of midline abdominal pain, which began 
at night, radiated to the back and one shoulder 
and was relieved by medication. Radiologic 
studies revealed a normal gall bladder; no stones 
were seen. One year before admission, a second 
attack of pain had its onset in the morning, but 
was relieved by rest. The pain was midline and 
substernal and was “not quite the same” as the 
previous episode, but it was attributed by the 
patient to the gall bladder. Medical attention was 
not sought on this occasion. She had been treated 
with “iodine” for thyrotoxicosis in the past, but 
had not received any treatment for several years. 
Her father had had diabetes. She denied the use 


of alcohol or exposure to toxic chemicals. There 
was no known exposure to others with jaundice 
or liver disease. 

Physical examination revealed a well de- 
veloped, poorly nourished woman in no distress. 
Jaundice was marked, and there was evidence of 
recent weight loss. Multiple healing excoriations 
were noted over the legs, arms, and back. The 
sceras were also icteric. A Grade Three systolic 
murmur was loudest in the fourth left intercostal 
space, but was heard along the entire left sternal 
border. The upper edge of the liver was per- 
cussed at the sixth intercostal space, and the in- 
ferior edge was felt three cm. below the right 
costal margin in the midclavicular line. The 
liver edge was sharp, smooth and soft. 

The temperature was 98° F., and the pluse 
92, and the respirations 20. The blood pressure 
was 140 systolic, 80 diastolic. 

On urinalysis, there was a three plus bile test; 
two red cells and 10 white cells per high-power 
field, with frequent small clumps of white cells, 
were present in the sediment. Examination of the 
blood revealed a white-cell count of 7,100, with 
a normal differential and a hemoglobin of 13.4 
gm. per 100 cc. On smear, a slight macrocytosis 
was noted, but the platelets were normal. The 
total serum bilirubin was 22.4 mg., the alkaline 
phosphatase 9.5 units, and the serum amylase 
five Russell units per 100 cc. The prothrombin 
time was 12 seconds (normal, 13 seconds); cepha- 
lin flocculation was negative, at 24 and 48 hours; 
thymol flocculation was negative, and thymol 
turbidity was 2.8 units per 100 cc. The blood 
Hinton test was negative. The guaiac test on 
gray stool specimens was negative. The urinary 
urobilinogen was 1.31 Ehrlich units. An upper 
gastrointestinal series was normal. 

On the fourth hospital day, an operation was 
performed. 

DR. KENT THAYER 

We have a lady who apparently has an ob- 
structive jaundice as evidenced by the laboratory 
results. She showed bile in the urine, markedly 
elevated serum bilirubin, elevated alkaline phos- 
phates, but normal serum amylase, prothrombin 
time, cephalin flocculation, thymol turbidity, 
and urinary urobilinogen. 

The most common causes of obstructive jaun- 
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dice are gallstones and cancer of the head of 
the pancreas. This lady had a normal gall bladder 
x-ray three years before; however, this does 
not rule stones out. She had a history of abdomi- 
nal pain that could certainly be interpreted as 
gall bladder colic three years before and one 
year before present episode. However, with the 
onset of jaundice she had no pain. Evidently 
the obstruction was not complete for the jaundice 
varied as did the color of the urine and stools, 
also she showed normal urinary urobilinogen. 
If a common duct stone was present, there was 
no infection, for she had a normal temperature 
and white blood count and differential, which 
seems a little unusual with jaundice lasting one 
or more months. No x-ray was taken of the gall 
bladder on this occasion which seems reason- 
able to me in the face of an obstructive jaundice. 

Cancer of the head of the pancreas may be 
silent and the jaundice gradually and progres- 
sively appearing. This type is unrelenting and 
the degree of jaundice usually does not improve. 
When obstruction is complete, there is no uro- 
bilinogen in the urine and with a patient as 
jaundiced as is described in the protocol, her 
obstruction should be complete. Also against 
the carcinoma of pancreas, is a normal hemo- 
globin, also the upper gastro-intestinal x-ray 
evidently showed no change in the duodenal 
loop. A carcinoma of the Ampulla of Vater 
is almost completely ruled out by the absence 
of blood in the stools. 

Infectious mononucleosis we will mention 
only as a cause of jaundice. There is nothing 
to suggest it here. 

Infectious hepatitis may give liver function 
test of obstruction early in the disease, particu- 
larly when the biliary cancaliculi are involved. 
However, after the jaundice has lasted as long 
as it has in our patient, the prothrombin time 
should be elevated, and the cephalin floccula- 
tion and thymol turbidity should have been posi- 
tive, showing cellular damage. The same is true 
for homologous serum hepititis. 

The patient evidently had some cardiac 
changes since she had a loud systolic murmur. 
One might think of severe cardiac failure with 
marked hepatic congestion as a cause of jaun- 
dice, or infarction in the lung causing jaundice. 
Neither of these would be acceptable in our 
patient. 

Thorazine causes jaundice in about 1 per 
cent of individuals taking it. The onset is 
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usually four to 14 days following the ingestion 
of the tablets. Quite often the patient first has 
malaise, then fever, anorexia and later jaundice. 
Pruritis may be a major complaint. The jaundice 
lasts from four days to two months, and eventual- 
ly clears, leaving a normal liver. The diagnostic 
positive tests are elevated serum bilirubin and 
alkaline phosphatase in presence of other normal 
liver function tests. Liver biopsy is quite diag- 
nostic, showing bile thrombi, no dilatation of 
bile capilaries (which would occur from common 
duct obstruction), exudative cells, including 
eosinophils around the intralobular cholangiol, 
edema of the parietal triads. 

The cause of Thorazine jaundice is probably 
a hypersensitivity reaction, which causes edema 
of the biliary cancaliculi and increased viscosity 
of the bile, thereby causing obstruction to bile 
flow. These patients may show a _ peripheral 
eosinophilia, but also may not. 

It is my impression that this lady had a Thora- 
zine hepatitis and the operation performed was 
a liver biopsy. 

DIFFERENTIAL DIAGNOSIS 

Dr. Rita M. Kelley: The problem resolves 
itself into the etiology of jaundice in a middle- 
aged woman. The history of the way in which 
this disease appeared, the pruritus, the physical 
findings of excoriations and the slightly enlarged, 
presumably non-tender liver, and above all the 
laboratory data point unequivocally to an ob- 
structive as opposed to a parenchymatous type 
of jaundice. I do not believe the details about 
the remote past history have any relation to 
the present illness. In any patient, of course, 
with a history of thyrotoxicosis, particularly one 
in whom the treatment was in no way curative, 
— unless this iodine was radioactive, and I do 
not believe it was, — one is always suspicious 
of recurrence of thyrotoxicosis particularly after 
emotional trauma. The weight loss, depression 
and loss of appetite could be explained on the 
basis of resurgent thyrotoxicosis, unrelated to 
the jaundice. Jaundice does appear occasionally 
in rampant thyrotoxicosis, but I think it would 
be extremely unusual in this situation. Because 
of the absence of any further pertinent historical 
details and the complete disregard of the thyroid 
gland, or ramifications thereof, on the physical 
examination, I think that the person who ab- 
stracted the history is leading me away from 
thyrotoxicosis and that this had no relation 
at all to the present situation. 
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I should like to confine my discussion to the 
causes of obstructive jaundice. There are three 
diagnoses to consider: common-duct stone; 
cancer, either primary in the pancreas, the 
biliary tree, or the Ampulla of Vater or possibly 
secondary, with pressure against the ducts caus- 
ing obstruction; and intrahepatic biliary throm- 
botic disease secondary to the administration of 
chlorpromazine. I am ignoring rare causes of 
obstructive jaundice such as strictures and para- 
sitic infestations certainly, and I believe that 
a diagnosis of benign stricture of the biliary 
tree can be made only at operation. 

Three years before admission, this patient had 
an attack that was most suggestive of biliary 
disease in its onset, its localization, and so 
forth. This attack could certainly have repre- 
sented the passage of a stone into the common 
duct or possibly just a transient inflammatory 
process in the gall bladder. The normal chole- 
cystogram shortly after that attack militates 
against a gall bladder full of stones although 
we know that a normal cholecystogram can 
be obtained in the presence of several very 
small stones. Possibly the patient had a solitary 
stone, which was passed at the time of the 
pain. The second attack of pain was not charac- 
teristic of gall bladder pain, however, it is well 
recognized that gall bladder disease can stimu- 
late angina. I assume that this attack was not 
well documented, and I cannot believe that it 
represented gall bladder disease in the absence 
of further history. The majority of patients with 
common-duct stones give a past history of 
symptoms referable to the gall bladder. Many 
have had so-called indigestion or dyspepsia for 
years; often they have had right-upper-quadrant 
discomfort, and many have had one or more 
attacks of frank biliary colic with or without 
transient jaundice. Pain is a predominant fea- 
ture of common-duct stone in about 80 per cent 
of cases; the patient under discussion did not 
have pain with the recent attack. However, we 
are all well aware of so-called silent stones, 
which with ball-valve action can cause fluctuat- 
ing icterus with changes in the color of the 
stools and urine. On the basis of the history, 
I cannot rule out definitely a stone in the 
common duct as the cause of the patient's 
present picture. 

A malignant process must be strongly con- 
sidered in a woman of 59 years, particularly 
with a history of weight loss. At present the 
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old dictum that painless jaundice differentiates 
carcinoma primarily of the head of the pancreas 
or of the gall bladder or biliary tree from a 
stone in the common duct is no longer accepted; 
it is now believed that nearly all patients with 
a stone and also nearly all with blockage caused 
by tumor eventually have pain. If this was a 
malignant process, the chances statistically are 
that it was not a carcinoma of the head of the 
pancreas, which is very rare in females, but 
much more probably a primary carcinoma of 
the gall bladder or of the biliary tree. Carcinoma 
of the gallbladder is almost always seen in as- 
sociation with stones; again, to make this diag- 
nosis, I should like to have a history of evi- 
dence of gall bladder disease in the past. Also 
with a malignant lesion, icterus is usually steadily 
progressive rather than fluctuating. These tumors 
do not slough and therefore are not accompanied 
by a transient lessening of the icterus. When 
icterus has been present for more than a few 
weeks, I should expect the stools to be totally 
acholic; yet I am told that the stools were be- 
coming darker rather than lighter — another 
point against the totally obstructing type of 
carcinoma. In carcinoma of the head of the pan- 
creas one would expect an even greater weight 
loss and more progressive cachexia than this 
patient demonstrated. Such patients often lose 
25 pounds in a few weeks. I assume that this 
patient had a slow, steady loss over an eight- 
month period. 

A carcinoma of the Ampulla of Vater could 
explain the symptoms. That lesion often pre- 
sents as primary painless jaundice, which is 
often fluctuating, because this tumor tends to 
slough into the opening of the duodenum, with 
temporary relief of the obstruction accompanied 
by lessening of the icterus, darkening of the 
stools, and lightening of the urine. However, a 
patient with enough sloughing of the tumor 
to result in lessening of jaundice, is usually 
anemic because of the blood loss associated 
with the sloughing and often has intermittenly 
guaiac-positive stools. Therefore, although the 
patient’s anorexia, weight loss and age favor 
a malignant process, I do not believe that she 
had a primary malignant tumor in the pancreas, 
gallbladder, biliary tree or Ampulla of Vater. 
I have no reason from the available data to 
suspect that she had a secondary tumor, with 
metastases in lymph nodes pressing on the com- 
mon duct. Nor is there any reason to suspect 
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that she had a lymphomatous process. 

The third diagnosis worthy of consideration 
is the iatrogenic disorder engendered by admin- 
istration of chlorpromazine, which has enjoyed 
worldwide popularity because of antiemetic 
properties and tranquillizing effects. In the past 
few months there have been several small series 
of cases of jaundice among the many large 
series of patients treated with chlorpromazine. 
For some strange reason, this complication has 
been more evident in the short time since the 
drug came into wide use in the United States 
than it was in the past several years during 
which the drug had been used in Europe. 
Icterus characteristically appears after two or 
three weeks of therapy with varying dosage. 
It may be preceded by mild grippe-like symp- 
toms and a slight fever; it may be accompanied 
by marked pruritus, or may be totally asymp- 
tomatic except for icterus. Laboratory studies 
reveal a clasically obstructive type of jaundice, 
with an increase in the bilirubin, seldom exceed- 
ing 15 or 20 mg. per 100 cc., however; an ele- 
vated alkaline phosphatase; bile in the urine; 
and light stools. The tests of parenchymal hepatic 
function are invariably normal; there is no evi- 
dence of permanent damage to the liver. A few 
of these patients have had a transient eosino- 
philia, which the patient under discussion did 
not have. At exploration, the extrahepatic biliary 
passages have been found to be perfectly normal, 
and the biopsy of the liver has revealed a pic- 
ture identical with that seen in the patients who 
have become icteric while taking methyl 
testosterone. There is simply a blockage of 
small biliary radicles with bile thrombi and 
bile stasis, surrounded by varying degrees 
of inflammatory reaction. In most of these cases 
the icterus has subsided within three weeks of 
the cessation of Thorazine therapy; however, in 
a few patients, it has persisted for as long as 
five months. Although the patient under dis- 
cussion was somewhat more icteric than most of 
these patients have been and the fluctuating 
nature of the jaundice is disturbing, I believe 
that she was suffering from the type of biliary 
blockage caused by chlorpromazine. I base the 
diagnosis on the time of the appearance of the 
icterus and the fact that the symptoms did not 
increase markedly at the time that she became 
jaundiced. The weight loss and anorexia can 
be adequately explained on the basis of a re- 
active depression, which began after the death 
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of her husband; I do not believe I need to take 
them into consideration in the explanation of 
the icteric process. I have no feeling of security 
in this diagnosis, and if this were my patient, I 
should certainly invite operation to be sure 
that with jaundice of such long duration, she 
did not have a stone in the common duct. 

I have not looked at the x-ray films. In this 
situation negative information will be of no 
help; positive information might be of some 
assistance. 

Dr. C. C. Wang: I am afraid I cannot help 
you. The gastrointestinal series is perfectly nor- 
mal; there is no evidence of varices in the 
esophagus; the stomach and duodenal cap are 
normal; the duodenal loop is not widened; and 
there is nothing to suggest a space-occupying 
lesion in the head of the pancreas. 

Dr. Kelley: Is there anything in the area of 
the gall bladder that could be stones? 

Dr. Wang: There are no calculi that I can 
see. 

Dr. Jacob Lerman: Do you know exactly 
when the jaundice and signs of liver disease 
developed in relation to the consumption of 
the pills? It is not clear in the protocol. 

Dr. Daniel S. Ellis: As near as I remember, 
the jaundice developed after the patient had 
been taking chlorpromazine for two or three 
weeks. The pills were stopped immediately. 

Dr. Lerman: There is an article in a recent 
issue of the Lancet (1:1144-1147, 1955) de- 
scribing 800 patients treated with chlorproma- 
zine. The authors found that about 8 per cent 
of the patients manifested toxic symptoms and 
1.5 per cent jaundice. They make the statement 
that the jaundice developed only while the pa- 
tients were taking the drug, and not after they 
had stopped taking it. 

Dr. Ellis: In some cases jaundice has de- 
veloped a week after the drug was stopped. 

Dr. Lerman: I, too, have seen such a patient. 

Dr. Moses M. Suzman (Johannesburg): I 
have seen a patient in whom jaundice developed 
after chlorpromazine was discontinued, but it 
disappeared after a while. 

Dr. Farahe Maloof: You are sure that this 
patient stopped taking the drug? 

Dr. Ellis: Yes; she did stop taking it. 

Dr. Maloof: Jaundice might appear a day or 
so after the drug was stopped; there might be 
a delayed reaction, as with penicillin. It is dif- 
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ficult to believe that it would develop that long 
afterward. 

Dr. Bernard M. Jacobson: It is not possible 
that the patient already had an elevated bilirubin 
before she noted jaundice? 

Dr. Benjamin Castleman: That is the reason 
why patients who receive chlorpromazine should 
have tests for bile in the urine while they are 
being treated. ; 

Dr. Jacobson: I happened by accident to do a 
bilirubin determination on a patient of mine 
who was taking chlorpromazine. It was high, 
so that we stopped the drug. The patient did 
not look jaundiced, and did not complain of 
any symptoms, until three days later. 

Dr. Maloof: What is the shortest time in 
which the jaundice has developed after treat- 
ment? 

Dr. Ellis: It has been reported to appear 
within two days to three weeks of the first 
administration of the drug. There must be con- 
siderable doubt about the etiology of the jaun- 
dice when it appears quickly in two days. On 
the other hand, there are enough cases now 
in which other causes of jaundice have been 
eliminated to make one believe that the jaundice 
may occasionally develop within 24 to 48 hours 
after the start of drug therapy. 

Dr. Suzman: May I ask whether the blood 
lipids were determined? I ask this because in 
the case I saw recently, the blood lipids, in- 
cluding the cholesterol, were extremely high. 

Dr. Castleman: Does that not occur in any 
case of long-standing obstructive jaundice? 

Dr. Suzman: Yes; but this was short-term 
jaundice. I have seen it in a patient whose 
jaundice was less than two months. 

Dr. Jacobson: There is no report of the 
cholesterol level in the record. 


CLINICAL DIAGNOSIS 
Jaundice from chlorpromazine. 


DR. RITA M. KELLY’S DIAGNOSIS 
Intrahepatic biliary blockage as result of 
chlorpromazine therapy. 


ANATOMICAL DIAGNOSIS 
Bile stasis, as result of chlorpromazine therapy. 


PATHOLOGICAL DISCUSSION 
Dr. Castleman: This patient was seen by Dr. 
Ellis, who wrote as follows before the opera- 
tion: 
“I think the patient has an obstructive type 
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of jaundice and not a vital hepatitis. Whether 
it is the type of jaundice caused by chlorproma- 
zine, or that resulting from extrahepatic biliary 
obstruction, such as a stone or neoplasm, I can- 
not tell, and I find no clues in the record to 
help me. In view of the fact that she has been 
ill for two months, I think that she should be 
explored, a cholangiogram done, and the com- 
mon duct drained if no obstruction is found. 
I believe that there is no urgency about oper- 
ating on her. It would be wise to prepare her 
for a week and then go ahead if no contraindica- 
tion appears by that time.” 

He ended by saying, “This patient has a small 
liver. The edge is sharp, smooth and soft. I 
shall bet on chlorpromazine as the cause of the 
jaundice as opposed to stone or tumor.” 

Have you anything more to add, Dr. Ellis? 

Dr. Ellis: No; that sums up my opinion about 
her before operation. I believe that there was 
no urgency in operating on her, for we might 
have found that the jaundice had subsided if 
we had waited. On the other hand, she had 
been jaundiced for over two months without 
any significant improvement, and there was no 
real reason to believe that there would be im- 
provement. Therefore it seemed wise to plan 
surgical exploration. 


Dr. Castleman: She was operated on by Dr. 
Claude E. Welsh; at operation he found no 
evidence of any extrahepatic obstruction. All 
the ducts and the gall bladder were normal; 
there were no stones. He believed that the 
jaundice probably was due to chlorpromazine 
and took a biopsy of the liver. Microscopically, 
the liver showed dark-brown areas of canaliculi 
plugged with the bile thrombi. These thrombi 
were especially numerous around the central 
veins, which are the areas affected in obstruc- 
tive jaundice. There was no cellular reaction 
around these areas of bile thrombi. The only 
clue that we, as pathologists, have that the find- 
ings may not be the result of extrahepatic ob- 
struction, when we see an aspirated needle 
biopsy and are told nothing about the patient, 
is the lack of inflammatory reaction which is 
usually seen if the stasis is due to a stone or a 
tumor obstructing the common duct. In some 
of the cases of chlorpromazine jaundice that 
has been present for a long time — there are 
patients who have been jaundiced seven or 
eight months — we do see some cellular reac- 
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tion. During the last three months we have had 
three cases of chlorpromazine jaundice; those 
biopsies showed a similar picture. 


Dr. Ellis was at the recent Atlantic City medi- 
cal meetings at which several papers on this 
condition were read. Would you tell us about 
it, Dr. Ellis? 


Dr. Ellis: Two papers were presented at the 
meetings in Atlantic City. Gambesica et al., gave 
a clinical report of five cases of this type of 
jaundice, manifested by abrupt onset of malaise 
and fever. The laboratory data were important 
in that most of the patients had eosinophilia, 
hypercholesterolemia, increased serum bilirubin, 
and increased alkaline phosphates, with a nor- 
mal flocculation test, normal albumin-globulin 
ratio, and normal protein. The physicians be- 
lieved that, because of the abrupt onset with 
malaise and the high eosinophilia, this was 
probably a hypersensitivity reaction. The other 
paper was by Menging, Grindlay and Cain, of 
the Mayo clinic, who have done some interesting 
experimental work in dogs. They cannulated the 
common bile ducts in dogs and recorded the 
ductal pressures for several weeks to determine 
the normal pressures. Then, after they had ad- 
ministered large doses of chlorpromazine, they 
believed that they could demonstrate definitely 
increased intraductile pressures and decreased 
motility in the duodenum. They wondered 
whether or not the increased spasm of the 
sphincter of Oddi and the decreased duodenal 
motility might lead to increased intraductile 
pressure and thereby to jaundice. I do not think 
that that is substantiated clinically because in 
the patients who have been operated on — this 
woman and two other patients in this hospital — 
cholangiograms taken at the time of operation 
or soon thereafter showed no dilatation what- 
soever in the biliary tree; if anything it was 
smaller than normal. In addition, the gall blad- 
ders were almost without bile and, in two cases, 
were wrinkled and shriveled, without bile. It 
is difficult for me to understand why, if there 
was increased intraductile pressure, the bile 
duct was not dilated and the gall gladder did 
not contain a great deal of bile. 


About the point that Dr. Jacobson raised — 
that liver damage may be asymptomatic in 
patients who have been taking chlorpromazine 
— someone in the discussion reported 278 cases 
in which that drug has been administered. Five 
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per cent of the patients had abnormal liver- 
function tests without clinical jaundice; in 1 
per cent jaundice developed. 

I have talked with several people who have 
a great deal of information about this problem. 
It seems that about 1 per cent of the patients 
receiving chlorpromazine have had _ clinical 
jaundice. The drug is not always innocuous, but 
in most of the patients the jaundice does dis- 
appear. The patient under discussion, whom we 
believe to have had jaundice from this source, 
after three months is still jaundiced and sig- 
nificantly incapacitated. Even more serious out- 
comes have been reported. I think chlorproma- 
zine carries a real hazard, and one that we 
have to take into consideration every time we 
prescribe the drug. It certainly should not be 
prescribed for simple nausea. 

A physician: I have heard that jaundice is 
less likely to occur if the drug is injected rather 
than taken by mouth. Have you any comment 
on that? 

Dr. Ellis: I am told by the people who make 
the drug that this is true. 

A physician: I should like to ask if there is 
any evidence about what happens to the biliary 
tree once the jaundice has disappeared. Does 
that become normal again? 

Dr. Castleman: Yes; the liver reverts to nor- 
mal. Biopsies have been taken during the phase 
of chlorpromazine jaundice, and again after the 
jaundice has disappeared. 

Dr. Ellis: That brings up another point — 
namely, how can one tell beforehand whether 
one is dealing with this type of jaundice or with 
obstruction? Physicians at the meetings said 
that they could differentiate this type of jaundice 
histologically, the characteristic findings being 
edema around the cholangioles in the portal 
spaces and eosinophil infiltration in the liver. 
However, when I pinned those physicians down 
after the meeting, they admitted that in 50 per 
cent of the cases they could not tell. If one 
cannot tell in 50 per cent of the cases, the 
differentiation is not very satisfactory. 

Dr. Castleman: A biopsy showing bile statis 
without any evidence of an inflammatory reac- 
tion would make me lean toward a diagnosis 
of chlorpromazine jaundice rather than extra- 
heptic obstruction; obviously, this is not fool- 
proof. 

Dr. Ellis: Certainly, in any acute case in 
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which jaundice was present from one to three 
weeks, I believe a needle biopsy should be 
done before an exploration. In a patient such 
as this, in whom jaundice has been present over 
two months, I think an exploration is the only 
way to establish the diagnosis. 

Dr. Suzman. Have you any evidence that the 
bile-thrombi formation was due to changes in 
the composition of the bile? 

Dr. Castleman: I cannot answer that. 

Dr. Suzman: It might be an effect directly 
m the bile formation. 

Dr. Castleman: You mean that the durg may 
affect the bile itself and make it more viscid — 
analogous to the mucoviscidosis associated with 
pancreatic fibrosis. 

Dr. Ellis: That is one of the theories. Many 
other theories have been proposed. They are 
being tested experimentally. 
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“UVomuna AUXILIARY 


REPORT 


Prose caused by Arizona’s geographical 
layout find their way into the work of the 
auxiliary membership chairman. Since her task 
is to obtain memberships at large from doctors’ 
wives outside organized counties as well as 
promoting membership gains within the organ- 
ized territories, personal contact is often im- 
possible. As a result, the chairman’s approach 
to the job is usually through a series of postal 
communications. In fact, one’s ingenuity can be 
tested in the attempt to try a successful appeal 
for new memberships as well as renewals. 


Probably the most effective approach is the 
basic truth that members at large are important 
to the state program. Given the opportunity 
to understand the need and purpose of joining, 
more wives are participating each year. With 
Arizona's medical population continuing to 


grow, auxiliary prospects increase as well, and 
each member can become an effective member- 
ship committee of one simply by spreading 
the word of auxiliary program whenever she 
meets a new doctor's wife. A brief review of 


the worthwhile Nurse’s Loan Fund in itself 
should be enough to convince the membership 
prospect that her nominal financial aid alone 
serves a definite and immediate purpose. 


Arizona is proud to welcome Coconino Coun- 
ty to its list of organized auxiliaries. Organized 
in December, Coconino wives have already made 
progress in many phases of program participa- 
tion. 


Pinal County. wives have been encouraged 
to organize on a social level with the hope of 
some program work being possible in spite of 
the disadvantages of distance within the county. 


A definite purpose of public relations as well 
as just plain enjoyment can be achieved through 
getting acquainted over the bridge table or 
other informal gatherings, and the auxiliary 
condones organization without full program par- 
ticipation where conditions make it difficult. 
Many phases of the program can be accomp- 
lished by one or two persons even in small 


communities, and the work that doctors’ wives 
inevitably do in their areas can well be added 
to the state reports to indicate full service given 
by auxiliary members over the entire state. 
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